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ABSTRACT 

A hearing was held to update information on progress 
toward immunizing the world's children against diphtheria, whooping 
cough, tetanus, polio, measles, and tuberculosis. Immunization 
programs are regarded as essential in the effort to break the 
infection-malnutrition cycle in children in developing nations. 
Witnesses at the hearing included Senator Bill Bradley of New Jersey, 
representatives of two Federal agencies, one international 
organization, and one nongovernmental agency. Each person and group 
contribute significantly to expanding access to immunization 
programs. (JD) 
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IMMUNIZING THE WORLD'S CHILDREN BY 1990 



THURSDAY, NOVEMBER 14, 198S 

House of Reprbsentativeb, 
Intebnational Task Force, 
Select Committee on Hunger, 

Washii^n, DC. 

The t^k foroBmet, pursuant to call, at 9:35 a.m., in room 210, 
Cannon House Office Building, Hon. Tony P. HaU (chairman of the 
task force) presiding. 

Members prMent: Itepresentatives Fazio, Dorgan, Leland, Evans, 
Momson, Smith, and Roukema. • » . 

„.,«»J?^^™^ STATEMENT OF HON. TONY P. HALL, A 
REPRESENTATIVE IN CONGRESS FROM THE STATE OF OHIO 

Mr. Hall. Good morning. I would like to welcome you all this 
morning to ftis meeting of the International Task Force of the 
beiert Committee on Hunger. We are venr glad to have Senator 
Bradley from the. Senate, and our very distinguished chairman, 
Uiauman Leland, who is chairman of the Setect Committee on 
nunger. 

. Ten jfears ago the international health community set the goal of 
immu n izing all the world's children against the six leading killer 
dueases for children: ^di^htheria whooping cough, tetanus* poUo, 

While sign&cant prowess has W 
made, it is clear that there are still enormous numbers of children 
that are dying every year. 

Our t^ todav is to learn about the progress that is being made 
to meet the goal of imm unizing the world's children, and what ad- 
ditional efforts are ^pinff to be needed if we truly intend to have 
universal immunizationby 1990. --j w uuve 

Immunization programs are a vital step to breaking the infec- 
tion-malnutrition cycle. When children are malnounshed, they 
easily succumb to infectious diseases. When chUdren succumb to 
infectious diseases, they easUy become more malnourished. It has 
been said quite often in this committee that it really doesn't do us 

mi!.-^v^,f^ " ?^ ^ that child dies of 

measles. You have to break the pycle of malnutrition and infection. 
And part of breaking that cycle is the esteblishment of immuniza- 
tion programs. 

The &lect Committee on Hunger has been very supportive of 
• ^ programs since ite beginning. Last year we 
succeeded m passmg the global primary health care bill, which had 

^50,000 from bemg permanently impaired. We hope to remain in 

(1) 



the forefront of working the relationship between alleviating 
hunger and improving health. 

This year we have also called attention to the importance of vita- 
min A in nutrition programs and in health programs for many 
countries. Now, with the 1990 benchmark for achieving universal 
access to immunization, another essential component of primary 
health care, we want to see how the United States can step up its 
efforts in joining with the world community to meet this goal. 

I have introduced a resolution, along with the chairman, Mr. 
Leland, and many Members of Congress. The resolution would 
direct AID to work with the Center for Disease Control and other 
appropriate Federal agencies to support the efforts on immuniza- 
tion. Sixty members have joined in the sponsorship of this, includ- 
ing the chairmen of the Foreign Affairs Committee, the Foreign 
Operations Subcommittee, the Budget Committee, and the chair- 
man and the ranking minority member of this committee. 

Senator Bradley, our first witness this morning, is the original 
sponsor of a very similar resolution in the Senate. 

I know we are speakiug for the iimerican people when we sup- 
port these important goals. We look forward to hearmg from some 
of the key participants in enhancing these global efforts. 

Among the witnesses today are a Member of the Senate, repre- 
sentatives of two Federal agencies, one international organization, 
and one nongovernmental agency. Each person and group is con- 
tributing significantly to expanding access to immunization pro- 
grams. We look forward to hearing their remarks. We thank you 
for being with us today to talk about this most important subject. 

Before we get to Senator Bradley, I would ask the chairman of 
the Select Committee on Hunger if he would have an opening 
statement. 

[The prepared statement of Mr. Hall appears at the conclusion of 
the hearing, see p. 38.] 

OPENING STATEMENT OF HON. MICKEY LELAND, A 
REPRESENTATIVE IN CONGRESS FROM THE STATE OF TEXAS 

Chairman Leland. Thank you very much, Mr. Chairman, and 
thank you for your leadership on this issue. I, too, want to join 
with you in welcoming Senator Bradley to this side of the Capitol 
to provide his invaluable input. We look forward to your testimony. 
Senator Bradley. 

I want to also welcome the other witnesses who are commg here 
to contribute to this very vital hearing. The contribution that they 
are making toward the goal of immunizing the world's children is 
absolutely astounding. 

The challenge of child health and survival is one of the most ex- 
citing challenges in the effort to alleviate hunger in our world. 
There is no question that we have within our grasp the potential to 
prevent the death and disability of many millions of people, most 
of them small children. 

We are especially interested in the prevention of six leading kill- 
ers of children: measles, tuberculosis, whooping cough, tetanus, 
polio, and diphtheria. 
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This issue is a Hunger Committee issue because for many, many 
people, disease and hunger are inseparable in their lives. Small 
children who get barely enough to eat, quicklv succumb to infec- 
tions such as measles, a disease that kills 2 million cliildren a year. 
Here in the United States, where the level of nutrition among chil* 
dren is so much higher, death from measles is a rare event. 

Then, even for those childrexi who survive disease, they are so 
weakened that lack of sufficient food often leads to more sickness, 
until they are carried away by a diarrheal episode or another killer 
disease which sweeps through their village or town. In the develop- 
ing world, death from the leading six diseases claims SVa nidllion 
children a year. 

I, along with other members of this committee, saw this happen- 
ing before our very eyes when we visited Ethiopia last year. So 
many hundreds of children died, not only because they lacked food, 
but also because their weakened bodies could not resist the terrible 
diseases that swept through the population. We as a nation have 
responded generously with food to meet hunger needs, and we 
must also respond with basic health care, siich as immunization 



We know that manv of these diseases can be prevented. We 
know that hun^ children whose lives are no longer threatened by 
these killing discuses are much more likely to grow up and become 
productive individuals in their nations' economies. 

To prevent millions of n^dless deaths and disabilities is an excit- 
ing and worthwhile goal. And, in global terms, it isn't an expensive 
task. The World Health Organization states that children can be 
immunized for only $5 per immunized child. We look forward to 
the testimony this morning, and hope it wiU provide insights on 
how the U.S. Congress can participate in meetmg the goal of im- 
munizing the world's children in the next 5 years. 
I thank you, Mr. Chairman. 
Mr. Haul Thank you, Mr. Chairman. 

Before we get to the Senator, Mr. Evans, do you have a com- 
ment? 

Mr. Evans. Mr. Chairman, I don't have any opening statement 
but I would ask unanimous consent that other opening statements 
for other members be included in the record if they so wish. 

Mr. Hall. Without objection. 

Thank you. 

Senator Bradley, thank you for coming and being with us this 
morning. We look forward to your testimony and we thank you for 
your efforts in working toward this immunization goal. 

STATEMENT OF SENATOR BILL BRADLEY, A U.S. SENATOR FROM 

THE STATE OF NEW JERSEY 
^ Senator Bradley. Thank you very much, Mr. Chairman. I appro- 
ciate the chance to come before the committee on this extremely 
important issue and discuss with you why I believe it is so impor- 
tant to pursue the goal of universal access to immunization for the 
world's children by 1990. 

On October 10 of this year, I, along, with Senators Simon and 
Kasten, mtroduced Senate Concurrent Resolution 78 that calls 




upon the Presidet to direct the appropriate Federal agencies to 
assist the World Health Organization and UNICEF in meeting the 
goal of universal access to childhood immunization by 1990. 

The resolution now has 25 cosponsors in the Senate, and that 
number is going up. It is truly a oipartisan effort. Mr. Chairman, 
as you know, on the same day you introduced identical language in 
the House, the resolution t^t you referred to eairlier in your open- 
ing statement. 

Why do we need to do this? I think it is fairly obvious. On those 
rare but unfortunate occasions when the world is beset by trage- 
dy—whether it is caused by an earthquake in Mexico, an air disas- 
ter in Japdn, or release of toxic chemicals in Bhopal, or some other 
catastroime— 'the sympathy and support of all Americans goes out 
to those people who are aiffected by the tragedy. For this we take 
great pride in our own country for always being ready, willing, and 
able to help in whatever way possible in these tragic situations. 

Yet, yesterday, Mr. Chairman, a tragedy struck, which dwarfs all 
of those that I mentioned— dwarfis Bhopal, dwarfs the Mexican 
earthquake, dwarfs air disasters in Japan. In 1 day, 11,000 children 
died. There are no media accounts of this international disaster— 
for you see, this is a daily occurrence. Yet, 11,000 more children 
will die today, and tomorrow, and each day of this and every year. 
The total will be 4 million children per year. 

But the saddest part of this tragedy is that it is avoidable. Those 
children are victims of six diseases; diseases for which effective im- 
muniza ons exist These diseases are polio, measles, whooping 
coiigh, diphtheria^ tetanus, and tuberculosis— diseases that are vir- 
tually unknown in the developed world but they continue to ravage 
children in developing countnes. 

As stunning as tnis tragedy of 4 million vaccine-preventable 
deaths is» it is only a portion of the problem. An additional 10 mil- 
lion children die from potentially immunizable diseases. And at 
least another 5 million children who survive these diseases, suffer 
permanent physical and mental disabilities and handicaps. Or, 
they are so severely weakened that they more readily succumb to 
the ravages of malnutrition ar> \ diarrhea. 

Hunger and disease are inextricably related, as both you and Mr. 
Leland have pointed out. Hunger and malnutrition weaken chil- 
dren and increase susceptibility to disease. Disease weakens chil- 
dren and increases susceptibility to malnutrition. This cycle simply 
has to be broken. 

The effectiveness of immunization programs, as I stated, is evi- 
dent in the reduced cases of these diseases here in our own coun- 
try. But the finest example of the advantages of immunization is 
the worldwide effort in the 1970's that resisted in the total eradica- 
tion of smallpox. It is estimated that the U.S. monetary contribu- 
tion to this effort has paid itself back in saved medical expenses 
every 9 months. The paybat ^k in human suffering avoided is mipos- 
sibie to assess. 

Mr. Chairman, the World Health Organiz^ition, the United Na- 
tions Children's Fund, and the United Nations General Assembly 
have called upon the nations of the world to commit the resources 
necessary to meet the challenge of universal access to childhood 
immunization by 1990. 
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Heads of state from around the world spoke of this worthy cause 
on the 40th anniversary of the United Nations on October 24 in 
New York City. Mr. Chairman, the response in our great country 
has been overwhehning. I know of at least 23 newspaper editorials 
that have encouraged U.S. participation in this global effort. 

Also, Mr. Chairman, I share witii you something that you al- 
ready know, and the members of the committee know, that is, Con- 
gress clearly recognizes the importance of preventive health care. 
We have increased funding to the Agency for International Devel- 
opment for health purposes. We have created a Child Survival 
Fund for primary health care such as inmiunization and oral rehy- 
dration therapy. 

And this year, in the foreign aid authorization, we mandated 
that AID should provide immunization for not less than 80 percent 
of all the children in those countries in which they have a pro- 
gram. 

Mr. Chairman, there has been some criticism of AID's handling 
of the Health Program. At a time when Congress has repeatedly 
stressed the importance of childhood immunization and interna- 
tional health, the Agency has, unfortunately, reduced its health 
staff. 

The question that we face today is not how worthy a cause is 
global 1^ but what is the appropriate role for the 

United States to play in this effort. Global immunization is not a 
goal to be achieved by 1990 and then abandoned. The most impor- 
tant contribution that the United States can make is to assist in 
the delivery, distribution, and use of vaccines hy building locally 
sustamable systems with the technical capacity to provide the re- 
Quired immunizations. This includes training and developing a suf- 
ficient group of health professionals, indigenous to each developing 
country, to monitor and assess immunization programs. Local per- 
sonnel could adapt strategies to reach the goal of preventing im- 
mumzable diseases. 

In addition, America is experiencing a revolution in the field of 
biotechnology. We are developing new vaccines and making signifi- 
cant unprovements in existing vaccines. We have to continue to 
perform, support, and encourage research and development, both 
m the public and the private sector. 

in the next hour, approximately 1,500 children 
will die. 'mere will be no headlmes to relay the magnitude of the 
problem. Today we simply have to commit ourselves to productive 
and meaninrful roles for our Nation in the effort to save so many 
mnocent children. 

Mr. Chairman, I know that this is an issue that touches each of 
us persondly. It is also an issue that is very visible to our constitu- 
encies. And It is also an issue that we have the capacity to do some- 
thing about. 

I believe that if you think that you are going to have 11,000 
dpng virtually every dav, you are going to be called upon to make 
the land of changes, and provide the kind of support that the reso- 
lution that we have introduced calls upon our (Sovemment to do. 

As I said, this is a bipartisan piece of legislation. It is one that 
calls on our common humanity, and I think, frankly, we will re- 
spond. 



[The prepared statement of Senator Bradley appears at the con- 
clusion of the hearings, see p. 39.] 

Mr. Hall. Thank you, Senator Bradley, for your very exciting 
testimony. 

Are there questions of the Senator? 

Mrs. RouKEMA. Mr. Chairman^ I do apologize for being late. How- 
ever, I was introducing one of my constituents before the Senate 
Banking Committee. 

I would ask unanimous consent that my remarks be inserted into 
the record. 

Mr. Hall. Without objection. 

[The prepared statement of Mrs. Roukema appears at the conclu- 
sion of the hearing, see p. 40.] 

Mrs. Roukema. I wanted to be here to both greet my colleague 
from New Jersey, Senator Bradley, and commend him for the fine 
work that he is doing in this area. I also want to pledge my sup- 
port, not only to the chairman of the committee, Mr. Leland, and 
the chairman of the task force, Mr. Hall, but also Senator Bradley, 
in our efforts to accomplish our goal of immunizing the world s 
children. 

Senator Bradley, I won't take any more time but I will say that 
you have presented an intelligent approach; you have expressed 
the poignancy of the problem. I certainly look forward to working 
with you on this. 

I wonder, sir, were you part of Senate Resolution 227 that was 
quoted in the Washington Post today? This resolution recommend- 
ed a joint effort between the United States and the Soviet Union to 
immunize the world's children. 

Senator Bradley. I wasn't part of that resolution. I think it is 
not a bad idea to challenge the Soviet Union to deliver on their 
promises to help the people of the world. I think they might be re- 
luctant to do so, and I see no better way to expose the true nature 
of that regime than to challenge them to do what they profess to 
want to do. So, if I am not on that resolution, I probably soon will 
be. 

Mrs. Roukema. I just read about it in this morning's Washington 
Post. But in any case, we will all work together with you, Members 
in both the Senate and the House, to see that we set in motion 
proper programs to accomplish our goal. 

Senator Bradley. Thank you. 

Mrs. Roukema. Thank you very much, Mr. Chairman. 

Mr. Hall. Thank you, Congresswoman Roukema. 

Are there any other statements or questions? 

Chairman Leland. Mr. Chairman. 

Mr. Hall. Chairman Leland. 

Chairman Leland. I would just like to commend the gentleman 
from New Jersey for his fine statement. I know that it is very diffi- 
cult for Members of the other body to venture over here to partici- 
pate in hearings like this, but when one is as committed as the 
Senator is, we certainly want to commend you and thank you very 
much for your participation. 

Senator Bradley. I thank Chairman Leland for his leadership on 
the whole hunger issue and also for his comments. 
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I think, frankly, this is the kind of issue which if it bubbles up to 
the top of our agendas, commands its attention by its very vivid- 
ness and iia intensity. Again, when we look at our headlines every 
week or two, if there is a disaster— as I taid, an earthquake in 
Mexico, or the Bhopal tragedy, or some airplane cradi some- 
where—it commands the headilines, and 200 or 300 people are 
killed, or maybe even 500 or 600 people are killed. Then we never 
really focus on the fact that 11,000 children die every day, and will 
die every day, for the foreseeable future until we achieve this goal 
of i mm u ni zin g the world's children by the year 1990. It kind of 
gives us a little different view on what is important in what we do 
around here. 

So I would make the aigument that the effort involved in travel- 
ing across Capitol Hill was extremely small, but a great opportuni- 
ty for me as well. Thank you. 

Mr. Hall. Thank you. Senator. We look forward to working with 
you. I am sure as a result of this hearing and other hearings that 
we have had, that legislation will be fortiicoming, and we want to 
join with you and with your leadership m the Senate m supporting 
this goal. Tht i : you. 

The next witness is Dr. John Eriksson. He is the Deputy Assist- 
ant Administrator for Research in the Science and Tedmology 
Bureau of the Agency for International Development. 

Dr. Eriksson is also the Coordinator for AID's Child Survival 
Task Force. Today he is here to tell us about AID's Child Survival 
Program and its immunization activities. 

STATEMENT OP JOHN ERIKSSON, DEPUTY ASSISTANT ADMINIS- 
TRATOR, BUREAU POR SCIENCE AND TECHNOLOGY, U.S. 
AGENCY POR INTERNATIONAL DEVELOPMENT 
Mr. Eriksson. Thank you, Mr. Chairman. 
I am pleased to appear before this select committee to report on 
the Agency for International Development's plans to expand immu- 
nization programs as a part of our Child Survival Action Program. 

Just 9 months ago, the Agency for International Development 
tounched the Child Survival Action Progi^m with the additional 
funds appropriated by Congress. As part of this program, AID de- 
veloped new and expanded programs in 7 Asian and Latin Ameri- 
can countries; awarded grants to U.S. PVO's for 36 projects m 17 
coimtries; and funded multicountry agreements with botti UNICEF 
and UNDP; as well as established new support projects m key 
areas such as immun i zations, health financing, heialth commod- 
ities, and health communications. 

We are preparing a full report on the Agency's fiscal year 1985 
Child Survival Action Program, which we will be submitting to 
Congress next month. 

I would like to take this opportunity to give you some of the 
highlights of our fiscal year 1985 program, and to indicate future 
directions for AID's child survival activities. 

First, on a topic really different from the main focus today but 
extremely closely related, oral rehydration therapy. I would like to 
discuss ORT, which along with other efforte at diarrheal disease 
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control, is a principal element of AID's Child Survival Program. 
Afterward, I will discuss AID's expanding immunization efforts. 

It is well known that diarrhea with associated dehydration is the 
world 8 greatest killer of children. To draw attention to this prob- 
lem, the United States joined with other donors and cooperating 
nations over 2 years ago to sponsor an International Conference on 
Oral Rehydration Therapy [iCSORT]. 

At that conference, Mr. Peter McPherson, the AID Administra- 
tor, personally challenged the participants to work aggressively to 
expand the use of this inexpensive means of reducing child mortali- 
ty. 

aid's own financial support for ORT programs has increased 
markedly since that conference. Last year, for example, our ex- 
penditures on ORT exceeded $37 million, ahnost double the amount 
of the previous year. 

This expanding program made it possible for the Agency to assist 
50 countries and we mO. be reporting on some of tiiese programs in 
our child survival report to Congress in December. 

ORT in Egypt is perhaps one of the most impressive experiences 
we have had in supporting ORT in developing countries. 

I wish to highlight the national control of diarrheal diseases 
project in Egnt, not only to demonstrate what can be achieved in 
a relatively wort period, but also to make it clear that we use eco- 
nomic support funds as well as development assistance resources to 
further the Agency's child survival goals. 

This project grew out of a pilot study in 1977 which showed a 40- 
percent reduction in deaths from (tiarrhea in several districts 
where ORT had been introduced and promoted. 

With lessons learned from the pilot study* a 5-year campaign was 
mounted, beginning in 1984, to spread knowledge and use of ORT 
over the entire country. The goal of this campaign was to reduce 
mortality in children under 8 by 25 percent. 

By the end of 1985, close to 90 percent of all health facilities 
around Egypt will be able to provide onsite rehydration services. 

Pharmacists have been supplied with £^Kyptian-made rehydration 
packets and plastic measuring cups to sell for home use. In remote 
areas, women have been trained to deliver ORT and have been sup- 
plied with materials for distribution. 

They become income earners and at the same time, contribute to 
the welfare of their communities. The project logo, chosen by moth- 
ers in focus groups, has become the most commonly recognized 
graphic advertisement in Egypt. 

Trie early results are encouraging. The number of mothers who 
knew about ORT rose to 94 percent in 1984, and over half of them 
had used rehydration salts to treat dehydration. 

But even more important, sample surveys shows that diarrhea- 
caused deaths in children under 2 have been cut two-thirds 
since 1980, and infant mortality by nearly one-half. 

Next week, you will be receiving from Mr. McPherson an invita- 
tion to participate in a second worldwide conference on oral rehy- 
dration therapy. 

In this conference, we will be reviewing the record of a large 
number of national ORT programs, such as that of Egypt, as well 



12 




• 13 



10 

BtOiUit wt rtcognlM that htrd*priiMd Aftrican mvtrnmtnts can 
Ul afford to hirt ntw paqpla and maka naw capital invaitmtntap 
tha OOCD pndact oparataa on tha pramiia that much battar uia 
oan ba madaoraiiatani (kiliUaa and ratouroaa. 

Hanaa, OOCD ia ooncantrating on rttralnlng axifting haalth 
workaff and apidamMogiata, on improvinf tha lupply chain to ax- 
iilinf haalth hoiUtiaa, on promoting haalth aducatio. , and on 
atranfthanlng tha naanagamant oapabilitiai of national miniatriat 
of health. 

Tichaioal backatopptng tot tha pr«tiact la tha raiponaibility of tha 
Cntaia Ibr Diaaaaa Oontrolt which alto ipaarhaadad AID'i contri* 
biiUon to tha World Haalth Oifanintion'i luoccaaftil driva to 
aradis^ nudlpoiL 

And lat ma add hara that wa ha?a baan in racant oonvanatlont 
with tha OMtara Ibr Diaaata Oontrol to axpand our cooparatlon for 
an aapandad immuafaaition program worldwida. 

I BMotioD tha GOOD pniJaBt Sacauaa it highUghta our conoam for 
aataWirtiIng tha inftraatructura, including tha trainad paraonnal 
and tha ooamuakatkmi mtama, naadad to dalivar baaic Immuni* 
^*wt iffilntt fhiWhrod diatatw 

At tha Bdlagio II oonlbranoa laat month— wa will ba haaring 
tnn a dlnet ripraantatift of that group— tha Unitad Stataa mada 
it daar that tmmnniitinn ahould not ba laan aa an and in itialf, 
but a beginnings tha baginning of tuatainabla haalth cara lyitams 
availabla arao to tha poor and iaolatad rural familiaa in davaloping 
countriaa. 

Aaolhar aiampla of tha kind of immuniiation activity AID sup- 
porta ia our bilataral pnrfact in Ecuador. Tla prcjiact ia daaignad to 
raduca inftmt mgrisUbr by dramatically incraanng immuniiation 
comaga and sqpandaa uaa of oral rahywation tharapy throughout 
tha country. 

On Octobar 28t tha pndact waa launchad with a S^lay intanaiva 
national mnHllwtton campaign to Immuniaa childran undar 5 
yaara of aga« Initial raauHa auoMt that tha numbar of childran 
vaocinatad m«y ba at laaat four ttmaa that of ma^^ 

Tbera ara aavaral anacta of this program In Ecuador which ara 
astsam^ impottant flnt, it raOacti AJSy% afforta to coorlinata 
immuniation pragrama among a variaiy of aponaora. Thii projact 
brinp tonthar raeh divaraa inatitutiona aa local miniitrias of 
haalth and aducatfam, tha church, tha armad foroaa» UNICEFt and 
prlvata onaniaatioaa in a ccmmon humamtarian andaavor. 

It haa atao raoahad tha vary U^laval attantion of tha Praaidant 
and tfaa Ffarat Lady of Ecuador. 

Sacoodt %ha mact amphaalaw tha tachnologica which ara most 
coat allbcthra m aaving childran's livaa. Whila tha first phaae fo- 
cuaia most Intanaivaly on immuniiatkms, mothars who bnng ttiair 
diildran in for vaodnationa ara alao givan oral rahydration pack> 
ata. 

OBT aducatkm will ba intanaifiad batwaen Daoambar and April* 
tha aaaam during whidi diarrhaal disaasa is most axtanaiva. In 
subaaquant phaass, tha program will focua on promotion of braaat* 
foading and nutrition monitoring. 
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Third, the project employs mass media to encourage participa- 
tion in the national immunization days and to promote siue health 
Practices. 

r^^P ^ P'^^d^ ^4 million over a 8-year period for this National 
Child Survival Program in Ecuador. There are SO Peace Corps vol- 
unteers working in remote areas, helping both by encouraging 
mothers to have their children immunized as well as helping with 
actual immunizations. 

AID is ftiUy involved and committed to a strategy to expand 
access to immunization. As we undertake this effort, we must deal 
with a number of technical and strategic issues. 

For example, we are concerned Uiat the call for universal immu- 
nization by 1990 may encourage unrealistic expectations, especially 
In those countries with veiy low coverage rates, a lack of basic in- 
frastructure, and deteriorating economic conditions. 

More importantly, while it is theoretically possible with an all- 
out Pjwn through special immunization days and a variety of high 
visibility special efforts, to boost coverage rates significantly by 
1990, we have to be concerned with whathappens in 1991 or 1992. 
Our goal must be to develop the sustained capacity to immunize 
children. 

We are giving careful consideration to a number of strategic op- 
tions through which we will target our immunization efforts in the 
years ahead. 

We are, for instance, considering the advantages of taimting im- 
munization efforts on children under 1 year oS age. This is the age 
group for which the immunization will offer the greatest protection 
aminst childhood diseases. At later ages, many of the chiWren may 
already have contracted these illnesses. 

We mav, as well, give greater emphasis in our immunization ef- 
forts to those vaccines where coverage rates lag beldnd, for exam* 
pie, measles and neonatal tetanus, although our goal will continue 
to be to build the capacity to deliver all available vaccines against 
the SIX m^jor childhood diseases. 

^ We will also continue our support for the development and/or 
improvement of vaccines which will make a significant difference 
m health care delivery in the years ahead. 

In fiscal year 1986, AID committed approximately $22 miUion to 
VMcme improvements, including a measles vaccine that can be 
given to infants as young as 6 months, when it could be adminis- 
tered simultaneously with the third DPT shot. The present measles 
vaccine wiU not take until 9 months, by which time the child may 
already have been infected. 

Second, a vaccine for whooping cough that eliminates the n^a- 
tive side effects that now discourage mothers fit)m completing the 
DPT series. ^ ^ 

Third, a genetically engineered oral vaccine for typhoid. I was 
veiy pleased to hear Senator Bradley mention the power of biotech- 
nology here. This genetically engineered oral vaccme is certainly a 
case in {>oint. 

T^hoid has become resistant to antibiotics in several parts of 
tte developing world, and we look to this new vaccine to overcome 
that problem. 
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An oral vaccine for cholera, the most severe of the diarrheal dis- 
eases, which afTects an estimated 20 to 26 million children and 
adults worldwide. 

A vaccine for rotavirus, the most common cause of diarrhea in 
the United States as well as in the Third World. 

And finally, perhaps most promising of all, the development of 
prototype vaccines against mdaria, which kills over 1 million chil- 
dren in Africa alone each year. 

Our research efforts are integral elements of our overall strategy 
to promote access to immunization. In fact, we see our work on 
technology improvement as a bridge to increasing the efficiency 
and the effectiveness of service delivery. 

In addition to new and improved vaccines, our research is focus- 
ing on improved means of diagnosing disease as well as improve- 
ments in oelivery. 

On the technical side, for example, AID is supporting a number 
of improvements that could make vaccines easier to deliver to out- 
lying communities. We are giving particular attention to improving 
the heat stability of vaccines and other health commodities, in 
order to reduce dependence on a cold chain. 

One of tiie most exciting discoveries in this field is Ezeject, a one- 
dose injectable developed and donated by Merck, Sharp and 
Dohme, a U.S. drug company. 

Vaccines packed in the Ezeject remain potent for 3 weeks with- 
out refrigeration, thus eliminating the last and most expensive step 
in the cold chain. Furthermore, when mass produced, the Ezeject 
should cost only 3 to 4 cents, one-third the price of a disposable ^- 
ringe. 

The first 3,000 of these devices are presently being tested by 
nurses and community health workers in Guatemala's Measles 
Vaccine Program. 

As for other aspects of our evolving immunization strategy* we 
will be focusing on selected countries where the host government 
and other donors alike are prepared to join us in making the long- 
term commitment necessary to build the institutional capacity to 
deliver immunizations and other life-protecting interventions. 

Finally, we will be directing our technical advice and assistance 
to areas where we believe it will be most effective; among them, 
training, surveillance and information systems, conununications 
and marketing, research, planning, and finlBuicial analysis. 

In conclusion, I would like to emphasize that we are firm in our 
commitment to expand access to immunizations in AID-assisted 
countries. We expect to see vastly improved access to immnniza- 
tions in the developing world in the years ahead, and we intend to 
continue to work toward that goal. 

As President Reagan stated in a letter to the Secretary General 
Perez de Cuellar last month: 

Ensuring that children are protected from the scourge of disease is an important 
part of our oommitment to the future. The children who are now being born will 
mherit the world that we have created. 

ThiB century has seen the development of technologies which can offer protection 
from the diseases of childhood The United States is pledged to do our part, so that 
the promise of protection offered by these technologies is part of our legacy for the 
future. 
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Thank you. 

[The prepared statement of Mr. Eriksson appears at the conclu- 
sion of the hearing, see p. 41.] 
Mr. Hall. Thank you, Dr. Eriksson. 

Are you aware that in the foreign aid authorization bill of this 
year which has been signed by the President, there is a congres- 
sional directive that states that by the year 1991, AID should 
ensure that 80 percent of the children in AID-assisted countries be 
immunized. 

First, are you aware of that? And second, what is AID doing to 
meet that goal? 

Mr. Eriksson. Yes; I am aware of that provision, and we are, as 
indicated in my prepared remarks, intensively preparing a strategy 
which we think will represent a very substantial move forward to 
meet that goal; that is, the goal of access to immunizations for 80 
percent of the world's children in developing countries. 

As I indicated in my remarks, one consideration which we think 
merits serious attention is the very substantial deficiency in the 
physical infrastructure and in the institutions recuired m many 
poor, low-income countries to actually undertake this kind of effort. 

And we think attention to infrastructure and institutions is ex- 
tremely important. Therefore, we believe that a two-track approach 
IS essential in trying to meet this objective: An approach that 
would concentrate on those countries where institutions and infra- 
structure are relatively more developed for focusing on delivery on 
immunizations; while at the same time strengthening institutions 
and providing support for improved technology that, in effect, will 
help us to compensate for weakness in institutions and infrastruc- 
ture in poorer developing countries. 

I think the Ezeject example in my remarks is one example. Heat 
stable vaccines, and we are hopeful that there can be somQ more 
developments and breakthroughs, is another example. 

Improvements in vaccines that would reduce the number of 
doses, so as to help mitigate the problems with dropout. As I men- 
tioned, 40 percent of children may be partially immunized, but 
only 20 percent are fully immunized, for a number of reasons. We 
think it is important to devote resources on both tracks, the tech- 
nology and institutional improvement on one hand, and the actual 
service delivery on the other hand. 

Mr. Hall. In the area of health assistance, when we talk about 
ORT and immunization, how does immunization rank? Is it a high 
or low priority? 

And then 1 would like to know what percentage of the Health 
Assistance Program is allocated to immunization activities? 

Mr. Eriksson. Taking the first question, I would rank immuniza- 
tion and ORT about equally high, probably higher than some of the 
other key interventions that we have identified and are promoting 
in our Child Survival Action Program, such as growth monitoring 
and breast feeding, although they are extremely important. 

We estimate that 21 percent of the Child Survival Action Pro- 
gram, $85 million, supported immunization activities in fiscal year 
1985. Of the $25 million specifically appropriated for a child surviv- 
al fund, approximately 24 percent supported immunization services 
in developing countries. 



17 



14 

Mr. Hall. Are you going to help lobby Congress next year for 
legislation on imn^unization? Because we are going to need your 
help. 

Mr. Eriksson. Well, we are very supportive of this substantive 
thrust, and certainly we will work with you in any way we can. 
Mr. Hall. Questions of Dr. Eriksson? 
Mr. Dorgan. 

Mr. Dorgan. Doctor, thank you very much for your testimony. 
On page 5, you indicated that an estimated 3.5 million children in 
the developmg world die of immunizable diseases each year, and 
you pointed out that we have programs ongoing, spend a fair 
amount of money, move toward the same objective, I thmk, that we 
on the committee feel very strongly about. 

Do you believe there is suiHcient money at this point for what 
you want to achieve? And if not, how much in additional resources 
do you need to move toward the goals that we have establisiied, as 
Clongressman Hall pointed out, in legislation last year? 

Mr. Eriksson. Well, certainly, the resource requirements for 
achieving a goal like 80 percent coverage by 1990 are very large, 
and much larger than resources now in sight. 

On the other hand, we have to recognize that, first of all, the 
m^'or part of these resources must come from the countries them- 
selves. International donor experience is that about 80 percent of 
the costs of immunization programs are borne by countries them- 
selves, and about 20 percent from external sources. 

We think we can certainly make very substantial progress with 
the resources that wo have. I might also add that in the current 
overall fiscal context of the Government, I would be concerned 
about further shifts of resources from one important area of our de- 
velopment assistance to another. 

In particular, I am thinking about food and agriculture. As we 
have heard already, problems of child survival are closely interre- 
lated. There is an interraction between hunger and malnutrition, 
on the one hand, and infection and disability from the kinds of 
diseases we hope to prevent through immunization programs. 

And so, I think it is also important that as we look to future 
years, we keep in mind the need for a balance in our resources 
going to efforts to expand food production and employment and in- 
comes in recipient countries, as well as resources to expand health 
services for child survival. 

Mr. Dorgan. What is the total amount of money spent for immu- 
nization programs now? 

Mr. Eriksson. Well, the figure I cited in my testimony for fiscal 
year 1985 was more than $21 million, and we do expect to expand 
the program further. The $21 million was for immunization pro- 
grams concerned with delivery, not with technology improvement. 

There was, in fiscal year 1985 another $22 million on the technol- 
ogy improvement side. 

Mr. Dorgan. What do you expect that to expand to, what level? 

Mr. Eriksson. We are in the process of developing this right 
now. I am not in a position to ^ve you a specific amount. 

Mr. Dorgan. It is a relatively small amount of money. The 
reason I ask about expansion is that we are talking about some- 
thing called Gramm-Rudman here on the Hill, a formula approach 
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to cutting spending, virtually all spending. Some of us are suggest- 
ing maybe we ought to make distmctions between different kinds 
of spending, $20 million for the kind of immunization program that 
you are talking about we are currently involved in, and the re- 
source needs for the kind of program that Congressman Hall and 
myself and others believe we should be involved in really is not a 
great dea! of money relative to the other things we Jio. 

Rit even that money, my guess is, is under some threat. 

Mr. Eriksson. Yes; in the current climate, I would agree with 
you. I would add another factor here. I am sorry I can't give you a 
precise fi^re, but we do intend to expand the resources, which we 
are devotmg in this area. For example, AID's Administrator has in- 
dicated that we will use all resources available in support of immu- 
nization, not just development assistance resources, the dollar re- 
source out of our health account, but also ESF, or Economic Sup- 
E?^*,. V'^^ programs, as well as local currency generations from 
Public Law 480, or food aid, and the Sahel account. 

So we indeed intend to identify and apply all the instruments we 
have available for this task. 

Mr. DoRGAN. Thank you very much. 

Mr. Haix. Any further questions. 

Mr. Morrison. 

Mr. Morrison. Mr. Chairman, just a quick question. 

Mr. Eriksson, I am aware that existing immunization services are 
there, and it is perhaps a function of the willingness of parents to 
have their children take advantage of the services that do exist. 

I see a Quote from the State of the World's Children 1985, from 
the United Nations Children's Fund, that there is a significant 
dropout rate for those folks who don't participate initially and then 
for those who never come back for the second or third injections. 

I guess my question is. How near would we be to the goal of com- 
plete immunization by 1900 if, in fact, parents followed through 
and utilized existing services that are now available around the 
world? 

Mr. Eriksson. Well, again, I can't give you a quantitative esti- 
mate, although perhaps we could do some work on that for you. 

I think it would undoubtedly result in significant progress 
toward the goal, although again, one has to look at the reasons for 
this dropout. I think I suggested that there were aspects of our cur- 
rently available technology which tended to make for dropout. 

It IS not just a question of the fact that some immunizations re- 
quire several doses, but some of the presently available vaccines 
cause side effects, such as fevers and headaches, which tend to dis- 
courage coming back for the full dosage. 

Again, we believe that selected improvements in vaccines can 
help with that problem. 

Mr. Morrison. Thank you. 

Thank you, Mr. Chairman. 

Mr. Haix. Thank you, Mr. Morrison. 

Without objection. Dr. Eriksson, we would like to leave this hear- 
ing open so we can submit questions to you. 
Mr. Eriksson. All right. 

Mr. Hall. This may include questions or statements that come 
m later as a result of members being absent today. 



19 



16 

Mr. Eriksson. Certainly. That would be fine, 
Mr. Hau« Thank you very much. 
Mr. Eriksson. Thank you. 

Rl8PON8B8 TO QUESTIONS FOR JoHN ERIKSSON 
QUESTIONS SUBMITTED BY HON. TONY P. HALL 

QueatiofL How is AID expected to increase the level of resources allocated to im- 
munization activities this fiscal year? Where will expanded programs and new pro- 
grama take place? Pleam be as specific as possible. 

Answer. In fiscal year 1986, AID intends to give top priority to expansion of im- 
munization programs to complement our earlier efforts to promote oral reh^ration 
therapv. Tms expansion will be fUnded not only with Child Survival and Develop- 
ment Assistance Punds, but also with Economic Support Funds and Public Law m 
local currency generations. In fact, we expect to double the resources going to Im- 
munization delivery in fiscal year 1986. In selecting specific country programs for 
additional fiinding, we will be giving particular attention to current infant mortali- 
ty and immunization coverage rates, as well as the potential for significant impact 
on these rates. 

We are currently formulating our country-specific plans for fiscal year 1986. We 
already know that an additional four African countries will b(»in immunization ac- 
tivities through the expansion of our Combatting Communicable Childhood Diseases 
projects with the Centers for Disease Control. We are also considering AID partici* 
pation in an important multidonor effort to eradicate polio from the Western Hemi- 
sphere. In fiscal year 1985, we fUnded pilot measles vaccination programs in two 
states, and we are cuirently considering support for India's national plan for unive^ 
sal immunization. We have also begun discussions with the Centers tor Disease Con- 
trol on a miycr lon((-tenn project, which would pool the resources of CDC and WHO 
to improve immunu^tion surveillance, information, and training programs world- 
wide. 

Once the fiscal year 1986 allocations have been made, the Agency will be able to 
report more precisely on its expanded immunization prosrams. 

QuesthrL Could you describe how AID is involved in immunization efibrts in the 
five countries which are accountable for approximately two-thirds of all vaccine-pre- 
ventable deaths? India, Pakistan, Bangladesh, Indonesia, and Nigeria. 

Answer. In India, AID has been supportiiuf the strengUiening of the rural health 
mtem m five states through its Integrated Rural Health and Population project. In 
fiscal year 1985, AID funded two mlot measles vaccination projects in India, one in 
Maharastra and one in Gujarat. We are currently planning tor a mi^or bilateral 
immunization project in three Indian states, beginmng in fucal vear 1987 and are 
consideriflA support for their countrywide accelerated immunization plan. This 
effort 18 likely to focus on measles, since measles immunization coverage is extreme* 
ly low in India. 

In Pakistan, AID is supporting a $20 million Primary Health Care project, one 
purpose of which is to support the expansion of the naUonal Expanded Program of 
Immunization (EPD. 

In Bangladesh, our bilateral efforts have focused on expanding coverage of ORT 
Programs. However, through a grant to Save the Children, a U.S. PVO, in fiscal 
year 1985, AID is supporting the expansion of immunization services in 17 rural vil- 
la«nB8 in Bangladesh. 

ror the last 6 years, AID has been involved in a major bilateral program to 
strengthen the national immunization prog[ram in Indonesia. AID is also supporting 
a comprehensive health improvement project in Indonesia, which is currently in- 
volved m special campaigns to expand immunization coverage of neonatal tetanus* 

In Nigeria, we are currently planning a major new bilateral health program in 
fiscal 3^r86. Last year, through a grant to UNICEF, AID supported training of 
some 250,000 nurses, health care workeni, and medical professionals involved in im- 
munization programs through private professional associations. 

QueatiofL What proportion of total immunization dollars v^l be allocated to re- 
search this fiscal year? Please list the specific types of research activities, including 
both field research and lab research related to vaccine development, etc. 

Answer. In fiscal year 1986, we expect to obligate at least ^0 million for immuni- 
zation service delivery. 

Mr. Hall. Our next two guests this moming will present their 
statements as a panel. According to U.N. protocol, representatives 
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of international organisations are disallowed from reporting to a 
legislative or parliamentary body. 

Therefore, I would like to make it clear that Dr. Joseph and Dr. 
Foege s appearance today before the select committee does not con- 
stitute a report to the Congress. Rather, this is an occasion at 
which we are able to profit from their information. 

Dr. Joseph and Dr. Foege will be sharing in order to raise public 
awareness of UNICEFs and the Centers for Disease Control^ con- 
tribution to international development. 

We will hear both statements, and then there will be questions 
from the committee. Dr. Joseph, would you start first, then Dr. 
Foege? Thank you for coming. 

STATEMENT OF STEPHEN JOSEPH, M.D., SPECIAL COORDINATOR, 
CHILD HEALTH AND SURVIVAL, UNICEP 

Dr. JosBPH. Mr. Chairman, thank you for the opportuni^ to 
appear before you today to present a statement concerning UNI- 
CEF 8 involvement in universal childhood inununization, the effort 
to brin^ the benefits of immunization against the mcyor communi- 
cable diseases of childhood to all the world's children by the start 
of the next decade. 

,T^25g?^^® partners in the World Health Organization, 
UNICEF has been involved for the past decade in the Expanded 
Pn^am of Immunization, or EPI, ^ program that set the 1990 ob- 

{*ective of universal child immunizaMon, about which you already 
leard this morning. 

The work of 10 years of EPI has yielded significant results. A few 
vj^ ago, the annual death toll among small children from the 
EPI diseases was well over 5 million; today, it is somewhere be- 
tween 3.5 and 4 million. 

In my prepared testimony, you have a table that shows the latest 
estimates of deaths firom tetanus, measles, and pertussis**-or 
whooping cough— in the developing world. 

But, of course, an equal number of young children are disabled 
annually; blind or deaf or mentally retarded fi-om measles, para- 
lyzed nrom polio» chronically ill with tuberculosis. 

The vaccine-preventable diseases are especially devastating in 
areaswhere acute malnutrition is prevalent, such as in those areas 
of Africa for which this committee has shown such concern. In 
most of Africa and Asia» the vaccine-preventable diseases are re- 
sponsible for as much as one-third of all infant and child deaths. 

Now, until about 2 years ago, the EPI concentrated mainly on de- 
velopmg the infrastructure of national immunization services; 
traming the managers and field staff, developing the logistics and 
coMchain; providing the necessary equipment and suppl^. 

Progress was steady but incremental, and the going remained es- 
pecially tough in the least-developed countries of Africa. 

If we estimate now that 60 percent of all childron receive at least 
one i mm u ni zation, only one-tnird complete their primary series of 
protection with DPT or polio, and the protection rates for measles 
and for tetanus— that is protection via the mother— for tetanus are 
even less, and there is a table, table 2 in m v preps^ statement, 
which shows our current estimates of immunization rates. 
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Now, the 60-percent first contact figure is impressive, but as im- 
pressive as it is, it became clear several years ago that unless there 
was some means of rapidly accelerating immunization programs 
around the world, the 1990 objective was out of reach. 

And I mi|;ht stop here to perhaps give an estimate to Mr. Morri- 
son's question that perhaps if we took advantage of all services 
that are on the ground and available today, we probably could get 
to 60 to 70 percent total immunization. That would vary by coun- 
try, of course. 

But within the past 2 years, what has happened is a means of 
accelerating programs. And UNICEF is proud to be closely associ* 
ated with this mort in country after country around the world, 
and we now feel that the 1990 UCI goal is quite reachable. 

I have in my prepared statement a list, a tentative list, of coun- 
tries who are participating in accelerated immunization programs, 
and that list is rapidlv expanding. 

Optimism is such that m June of this year, the Secretary Genei^ 
al of the United Nations, sent a letter to all heads of state asking 
their commitment to this effort, and at the 40th anniversarv cele- 
bration of the IJ.N. General Assembly just last month, over half of 
those heads of state who attended made specific reference in their 
remarks to this effort. 

The Secretary General's letter is also attached to mv testimony. 

What has produced this ability to so accelerate EPf around the 
globe? In brief, it is due to an extraordinary increase in our abili- 
ties to emplo]r the techniques of social mobilization and apply them 
to immunization programs. 

These techniques have involved the use of mass media and com- 
munity action, and they range all the way from the engagement of 
national-level political commitment and leverage, to the involve- 
ment of multiple sectors within government bureaucracies to the 
enlisting of diverse groups in the private sector and the general 
community, to the important creation of effective demand for im- 
munization on the part of mothers and families. 

This has reached the stage, or at least is rapidly reachii^ the 
sta^e where the drive for universal child immunization by 1990 is 
taking on the characteristics of a world movement, a global mobili- 
zation of awareness and effort. 

This mobilization phenomenon, using a vast array of available 
methods of communications, from stete^f-the^art to village technol* 
ogy, is providing the EPI acceleration with something that public 
health professionals have often reached for, but seldom achieved, 
tiie abih^ to transform health programs into social movemente. 

In 1985, this increased momentum has led to several tens of mil- 
lions more children fully immunized than was the case in 1982 or 
1983. In the past year or two, more than a score of countries have 
massively accelerated their EPI efforts, most of them with result- 
ant large increases in the proportion of children fully immunized. 

Perhaps 20 to 40 additional courtries will undertake such accel- 
eration m the next 12 to 18 months, and among them are the giant 
countries of China, India, Indonesia and Bangladesh. 

Significant progress in accelerated pro-ams has been made in 
such countries as Brazil, Colombia, Nigeria, Burkina Faso, and El 
Salvador. 
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A most important feature of this global mobilization is the diver- 
sity of specific approaches within an overall conte^ t of political and 
social mobilization. 

Colombia, Brazil, and the Dominican Republic have emphasized 
national immuni^tion days as a means to launch accelerated ef- 
forts. Turkev and Burkina Faso have adopted campaign approaches 
that see each effort extending over a week or a month. 

Nigeria's astounding and outstanding achievements are based on 
a centrifugal radiation of district EPA efforts involving multiple 
sectors. I think that we will see that most countries over the next 
year will be adopting combination approaches using high-visibility 
mitial campaigns, but t]dng these solidly to expansion of their 
health and immunization infrastructures. 

One of the most important concerns underlying the issue of this 
campaign versus the infrastructure approach is the concern over 
the sustainability of the long-term growth and followup of immuni- 
zation efforts, and derivative to that, of using immunization to 
foster broader primary health care activities. 

Here, I think it can be argued that the experience of the past 2 
years is an encouraging one. A number of countries, Brazil and the 
Dominican Republic being only two examples, have used single 
antigen campaigns, polio campaigns, as springboards to broader im- 
munization efforts. 

A number of countries, such as El Salvador in the midst of a 
war, and Burkina Faso, one of the least developed countries in the 
world, and Turkey, have used the initial campaign as a catalyst for 
realistic planning and action for expanded and permanent inununi- 
zation infrastructures. 

Other countries, and Colombia is the outstanding example here, 
have used the immunization campaign as a first step towcuti the 
articulation and implementation of a broader acceleration of pri- 
mary health care. 

In the past year or so, we have learned much, and we continue to 
learn at an accelerating rate, about the production, distribution, 
and cost parameters of vaccines and supphes for this global accel- 
eration. 

You will find in my prepared testimony estimates from UNICEF 
about the doses of vaccine required and the cosls of these require- 
ments from here to 1890. 

We are finding that what we are needing to do is to develop a 
global matrix. It changes very rapidly, almost day to day, as differ- 
ent countries come in and start campaigns and need supplies for 
those campaigns. 

We are confident that world vaccine production capacity can 
meet the demands, especially if we can program intelliRanily on a 
4- to 6-month leadtime basis. 

We are increasingly sure of our estimates that external donor 
costs to reach the 1990 objectives are in the range of $100 to $150 
million annually over the next 5 years, that is additional to what 
we now have available. 

This is a modest and achievable requirement in relative terms. 
In the area of mobilization of donor resources, tihe past year has 
been a very positive one. 
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Many bilateral and private agencies have generously increased 
their contributions to EiPI efforts, both through their own programs 
and through the multilaterals. 

In addition to the U.S. Child Survival Fund with which this com- 
mittee is very familiar, the Italian Government is providing $100 
million to UNICEF for immunization and related child survival ac- 
tions in 29 countries. 

In October the Canadian Government announced the availabil- 
itv of $25 million for EPI activities in Commonwealth countries. 
Mot\t notable in the nongovernmental sector is the Rotary Founda- 
tion's commitment to provide $120 million in their Polio Plus Pro- 
gram. 

With proposals for mobilizing increased contributions from the 
private as well as the public sectors, I think we can be confident 
that our financial objectives are feasible, though it will require vig- 
orous and prolonged effort. 

All such evidence that we have so far points to some strong 
trends: 

One, immunization coverage can be rapidly increased by acceler- 
ated programs. 

Two, morbidity and mortality from vaccine-preventable deaths 
are nearing a sharp break downward on the curve in man^ coun- 
tries, and this is particular dramatic with polio and particularly 
dramatic in the Latin American region. 

And as you may know, the Pan American Health Organization 
has set, early this year, the goal of eliminating polio as a disease in 
the Western Hemisphere by 1990. We believe tney will reach that 
goal. 

The costs of national EPI programs are of the order of magnitude 
that can be borne by most coimtries, with perhaps 20 percent ex- 
ternal donor assistance. That percentage may need to be increased 
in the poorest and least developed countries. 

In the poorer countries, assistance will have to be continued well 
beyond 1990 to keep programs in place. 

World vaccine production and logistics are adequate to the task. 
We must remember that the greatest demands will come in the 
next 2 years, because it is in the next 2 years that many countries 
will be trying to catch up with the under 5 popalation who is unim- 
munized, and get themselves to the plateau where they only need 
to immunize their under I's. 

Country management and training remain high-priority long- 
term problems, but are amenable to accelerated and innovative ap- 
proaches. 

And finally, political and social mobilization can move EPI up to 
the top of the national health and social development agenda, at 
least for the short term. 

On this issue of campaign strategies versus the development of 
permanent infrastructures related to some of the things Mr. Eriks- 
son was talking about, I think we realize now that campaign strat- 
egies seem to dfevelop what I call a positive program momentum of 
their own. 

They lead countries to invest significant resources in their own 
long-term immunization development that they would otherwise 
not have invested. 
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A successful immunization campaign seems to engender both 
desire and confidence on the part of govt rnments, and to translate 
into both more aggressive performance by health ministries and 
mto more persistent consumer demand by communities. 

Immunization campaigns versus infrastructure development ai^ 
guments are clearly becoming less relevant. We should and can 
keep our eye upon the apple of combined approaches, and we 
should insist on having the best of both possible worlds. 

We should recognize that there are many roads to Rome, and 
that these global issues are always only worked out in specific 
country program solutions. 

I have an attachment which unfortunately is so recently off the 
press that I only brought— was able to bring a few copies, but we 
have developed along with WHO a set of joint guidelines for plan- 
ning principles for the acceleration of immunization activities, and 
I would be glad to share those with others here as soon as we have 
sufficient copies. I have a few copes for the members. 

Mr. Chairman, UNICEF appreciates the attention that this com- 
mittee and the U.S. Congress is giving to the children of the deveU 
opmg world, in Africa and elsewhere. 

A great opportunity really does lie before us to protect these chil- 
dren agamst killer diseases which, though, only a pale shadow in 
Western countries, still devastate malnourished and frequently in- 
fected child populations. 

This protection can be delivered cheaply and effectively. We have 
set ourselves 5 short years to reach our goal. With your help and 
the help of others, it can be done. 

Thank you, Mr. Chairman. 

[The prepared statement of Dr. Joseph appears at the conclusion 
of the hearing, see p. 45.] 
Mr. Hall. Dr. Foege. 

STATEMENT OF WILLIAM FOEGE, M.D., EXECUTIVE DIRECTOR, 

TASK FORCE ON CHILD SURVIVAL 
Dr. Foege. Thank you, Mr. Chairman. 

I have a prepared statement, Mr. Chairman, and with your per- 
niission, I would insert it for the record and just summarize some 
ot the mam pomts. 

Mr. Hall. Without objection, thank you. 

Dr. Foege. Thank you. 

In March of 1984, the Rockefeller Foundation hosted a meeting 
Smn'Jf cosponsored by WHO, UNICEF, World Bank, and 
UJNDK The concern of that meeting was with all of the great tech- 
nology we have today, why were 5 million children dying and 5 
million bemg disabled? 

And it WM decided at that meeting that the question that had to 
be answered, how to speed up immunization. No. 1, and No 2 how 
to improve the cooperation of all of the actors in this particular 
field, might be addressed by having a task force that consisted of 
the U.N. agencies. 

So at that meeting, it was decided to have a task force made up 
of the five agencies there represented. This task force now meets 
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quarterly, and at that time reviews what has happened and choos- 
es Driorities for the next months. 

Some of the megor and most important things that I think have 
happened in the last 18 months Dr. Joseph has already mentioned, 
and let me just pick out five or six of them. 

I think it is extremely important that y lu have heard so many 
different numbers this mornmg about what are the immunization 
rates in the world. That shows how fast that number has changed. 

Just a few years ago, only 10 percent of the Third World children 
were being reached. The latest estimate of WHO and UNICEF is 
the one Dr. Joseph gave, 60 percent of children are getting at least 
a first dose of something, so that 60 percent have access to a 
system. 

The problem, of course, is how to get them to return for second 
and third doses. 

Second, I would emphasize the figure that Dr. Joseph used that 
instead of 5 million deaths a year, we may well be down now to 4 
million or even S.6 million. And to have that change just in a 
couple of ^ears is very dramatic. At the same time, it points out 
that we still have 3.5 million children dying. 

And in a place like India, we still have 4,000 children a week get- 
ting paralvtic polio. So the problem is still enormous. 

ilurd. Dr. Joseph mentioned that we now have 20 to 40 countries 
that are about to accelerate national profirams. UNICEF has 
played the key role in mobilizing social will here. This month, 
India will start its national drive on Indira Gandhi's birthday, and 
they will call this a living memorial to Indira Gandhi. 
I think this is an important point that we now have political 
le interested and involved in countries. We haven't seen this 
of political interest in immunization since 10 or 15 years ago 
when people were interested in smallpox eradication. 

The fourth point, the willingness to seek new objectives. On May 
14 of this year, the Pan American Health Oi^anization announced 
that this hemisphere will be free of polio by 1990. 

That is a courageous objective that 2 years ago, people would not 
have considered. 

Now, we think it is totally within the reahn of possibility, and 
U.S. AID is contributing to that program. 

The fifth point, the increase in resources. You have heard differ- 
ent figures on what are the resource requirements. Part of the 
problem here is a year and a half aco, we used the better figures 
available; that is, that it would cost between $5 and $15 to immu- 
nize a child. 

On the basis of that, we said if the high side, $15 is used, it 
would cost $1.5 billion to immunize all chilcuren of the Third World. 

On the one hand, that sounds like a great deal of money; on the 
other hand, it is less than we spend in this country each year just 
to advertise dffarettes, and I thmk that is a comparison we should 
keep making, how much we spend in order to ruin health, versus 
how much we spend in order to improve health. 

We now think that the economies of scale may reduce this figure 
so that the range, instead of being $5 to $15, may well be $5 to $10 
by the time more countries actucdly start. So the total figure may 
be going down toward $1 billion a year. 




26 




ERIC 



24 

How can ont Improve tochnlquot for getting children back once 
they have had acceee to thla system, how can you improve surveil- 
lance of the dlseasM and evaluation of the programs? And how can 
you improve communication between different programs in the 
world? 

Toward that end, the task force was asked Just recently to begin 
a newsletter, and I have supplied copies of our first newsletter, 
which will go to immunUation workers throughout the world. 

And we hope this will be a way of sharing experiences and a way 
of replicating things that work In one program. I have attached 
two Items to my testimony. 

One is a graph that I think is extremelv important. It shows the 
relationship to infant mortality and population ffrowth. We have a 
natural inclination to think tnat if you allow children to survive, 
you HAake the population problem worse. 

On the contrary, if one uses the World Bank figures for 1984 for 
119 different countries, as infant mortality went down, the popula* 
tkm growth ratea also went down. 

One doean't even have to understand how this works. One only 
has to know that ia the bottom line, that if you can keep children 
flrom dying, you have a positive effect on reducing population 
growth ratee. 

The other item that I have included is a statement summarizing 
the array of CDC activities in slobal immunization. CDC provides 
long-term and short-term consultants for a variety of agencies, for 
VS. AID, for UNICEF, for WHO. 

CDC has, in the last 8 years, developed a very good domestic im* 
rounitatkin program. I should note that 8 years ago, we coidd not 
have reached, in this country, the mandate of Conarese, that is, 80- 
percent coverage, immunisation coverage, for our children. 

In fact, 8 years ago. for polio in this country, our immunization 
coverage level was below oo percent. In 1977, this country started 
an initiative in immunization and a goal was set, first of 80 per* 
cent, and then later of 90-percent coverage. 

At the present time, we have coverage levels of 97 to 98 percent 
by school entry. 

This givea our immunization people great credibilitv, as they are 
ueed for consultants in other countries. CDC has also been involved 
in developing training programs in immunization, and has provid* 
ed a top-level management course now to 1,500 people around the 
world, a middle-level management course to some 15,000 people 
around the world. 

In summary, I think we can be greatly encouraged by what has 
happened in Uie last 2 years, and yet it has to be clear that there is 
much to be done. 

Thank you, Mr. Chairman. 

[The prepared statement of Dr. Foege appears at the conclusion 
of the hearing, see p. 61.] 
Mr. Hall. Thank you. 

It is encouraging to hear the testimony. And it is encouraging to 
hear the kinds of things that are going on, and the hope that you 
bring to this committee, knowing that mortality rates are going 
down. 
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Butp of course^ there is much more work to do. and that is what 
this hearing is all about. We thank you very much. 

Both of you referred to what it would cost, the kind of resources 
that we need to meet this challenge and this goal the year 1990. 

There has been some conflicts in the estimates. Could you be a 
little more specific on that asain? 

Dr. JosiPH. Let me try, Mr. Chairman. I think several things 
have changed since the estimates of a year ago, when at that time, 
we were estimating $1.26 billion or so over the total over the next 6 
years external resources reauired. 

Now, what has changed smce then to bring the estimate down to 
where our current estimate I gave this morning is somewhere be- 
tween $100 and $160 million a year over the next 6 years total ex- 
ternal resources requirement. 

In other words, we have gone from an estimate of about $1.26 bil- 
lion to, say, $760 million external resources required. 

Well, several things have happened. First, as Dr. Focm has men- 
tioned, we are beginning to see economies of scale in the program, 
particularly in the large countries; I think we will see this very 
much as India comes on stream this year. We are certainly seeing 
it in China, which is launching a massive program to get them- 
selves up to 86 percent in the next 2 or 3 years. 

We are also beginning to see economies of scale in programs that 
are lower in cost. 

Second, there are new resources that are now on the table. I 
made just a rough count just before the hearing, and I added up 
WB $100 million from the Italian Government, the $120 million 
horn Rotary. I think we can count on somewhere between $50 and 
$76 million coming in from some of the other smaller bilateral 
agencies. 

Additional money will be forthcoming from the private sector. I 
think we can look forward to some contributions from the U.S. Aid 
for ^rica and Live Aid and the type organizations which have 
raised large amounts of mon^ in the private sector. 

Also, I thinlL although I am not clear, either, on exactly what 
the current U.S. contribution toward inununization is within the 
U.S. AID health account, somewhere m the order of $26 or $50 mil- 
lion is probably included in pending legislation. 

So, if you add up all the money already on the table, and then 
put m some factor for some orders of magnitude reduction in the 
€«tmiates, it begins to narrow that gap between $1.26 and $750 mil- 
hon. 

Also, I would say that we have not included m the $750 million 
or the $160 million per year over 6 years, we have not included re- 
search and development costs for new vaccines and new delivery 
technologies, and that would narrow the gap still fiurther. 

Ami finall3r, I would say that these fixtures are only estimates. As 
Bill Foaro said a while ago, we work with a range of estimates per 
child fuUy immunized between $6 and $16. 

Now, most of us think that in most countries, the minimal figure 
of about $10 per fully immunized child is the correct one. But 
again, this vanes tremendously. 

In Sahelian countries, for example, where the infrastructure is 
poorly developed, it may cost mucn more to immunize each child 
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than it does in a country like Turkey, where the basic infrastruc- 
ture is there. 

Thank you. 

Mr. Hall. Thank you. 

Dr. Foege. 

Dr. FoEOE. I might also say, Mr. Chairman, that if the figures 
don't change over the next few years, then we are not doing our job 
of being innovative, and they could change in either direction. 

For instance, I could see economies with a decrease in the esti- 
mates if we are successful in coming up with a two-dose schedule 
for DPT rather than a three-dose schedule. That eliminates one 
visit per child. 

I could see costs going up, on the other hand, if the Ezeject, 
which was mentioned earlier, comes into use, because the price of 
that, at least initially, may be higher than the delivery system cur- 
rently used. 

And I can see costs also going up if we are very effective in ge^ 
ting programs to the hard-to-reach ^oup. With each percentage in- 
crease in immunization coverage, it becomes more expensive for 
each percentile, because you are now getting into harder-to-reach 
groups. 

And so, all of these things will probably keep the estimates 
pretty fluid for the next few years. 

Dr. Joseph. Could I come back once more on that, Mr. Chair- 
man? 

I don't think that Dr. Foege or I would want to give the impres- 
sion of overoptimism, or that we don't need that additional $100 to 
$150 million annually, nor that the kind of initiatives that are 
being spoken of here for U.S. participation in that are in any way 
not critical. 

The United States has always been recognized as a leader in bio- 
medicine in general, and in particular in the immunization fields, 
with particular reference to tne eradication of smallpox. 

So the contributions that could be made from the United States 
toward that external donor requirement over the next 5 years are 
really of critical importance, both in stimulating the contributions 
of others, and also for the actual dollar value which they would 
contribute. 

Mr. Hall. One last question from me. Dr. Foege, you mentioned 
the benefit-cost ratio of immunizations. Could you enlighten us 
about the percentages of what it costs to immunize versus what it 
costs not to immunize? 

Dr. Foege. Mr. Chairman, let me say that in the United States, 
we have done some very good studies over the years to look at total 
benefits and total costs. 

With measles, for instance, if you look at that in isolation, I 
think we probably have about $50 million a year going into mea- 
sles immunization. If you would isolate that from the rest of the 
program and the benefits exceed $660 million in terms of children 
not being hospitalized, not requiring long-term institutionalization 
for mental retardation and so forth for a benefit<:ost ratio of 11.9. 

Then if you combine all of the antigens together, it is clear that 
we are realizing benefits of more than $10 for every dollar invested 
in this country. 
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I mention that in Third World countries, the studies have not 
been as complete, but I would cite a study in Senegal, where even 
thouffh a small percentage of children actually made it to a hospi- 
tal, therefore, they are out-of-pocket expenses for measles were not 
as great as they would have been if they had had more hospital 
facilities. 

Even there, they saved more than $1 for evenr dollar invested in 
measles immunization. But there is a ripple effect. They also open 
more hospital beds for other conditions, so that people who want to 
build hospitals in Third World countries could get the net effect of 
buildinff hospitals if they keep children with measles away from 
hospitals. 

Mr. Hall. Are there any other studies that have come about. 
Third World countries other than Senegal? 

I>r. FoBQE. There have been some overall ones looking at West 
Africa in general, but they have not been very detailed studies. 
There have been studies on smallpox eradication in a variety of 
countries, including India, showing a positive benefit-cost ratio. 

We think that uiere is a need for this in order not so much to 
convince Third World countries to have immunization programs, 
but to show them what their benefits are. 

I think benefit-cost studies are not very often used to argue 
people into a program, but it is nice to show afterward what the 
benefits have been. 

Mr. Hall. So to kind of sum up what you have been saying, in 
the United States, for every dollar it takes to immunize a child, 
you save, in general terms, about $10 to $12. 

Dr. FoBGB. That is right. 

Mr. Hall. And o'/erseas, in these various countries that we are 
talking about, in the very limited statistics that we have seen, you 
save $1 to $2 for every dollar spent? 

Dr. FoBOB. That is right, plus the freeing up of hospital beds. 

Mr. Hall. Further questions? 

Congressman Fazio. 

Mr. Fazio. Thank you, Mr. Chairman. 

I was interested in getting some more background as to the polit- 
ical factors that brought about the significant contributions from 
Italy, $100 million issue. 

It seems like a rather substantial contribution, and one that is 
somewhat unique in the developing world. Could you tell us what 
brought that about? What kind of context that occurred in? What 
benefits may accrue where a large Italian pharmaceutical manu- 
facturer is lobbying for this sort of thing? 

I am trying to get some political and practical input. 

Dr. JosBPH. Congressman Fazio, if I knew the exact formula of 
how it came about, I would be very, very happy because it would 
make it easier to replicate elsewhere. But let me txy to answer 
your question. 

My first remark wasn't entirely facetious, because what is hap- 
pening on the developing countries' side is somewhat similar: polit- 
ical leaders in the developing countries are seeing significant politi- 
cal benefit in putting their weights behind immunization cam- 
paigns. 
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The example of Colombia, where President Betancur really made 
this a very personal initiative; the example of El Salvador, where 
all sides to the conflict saw political benefit for themselves in en- 
dorsing an immunization: and the recent example in Turkey, 
where nime Minister Ozal similarly made that point. 

Now, Italy: the Government of Italy in the last several years, has 
taken a very positive approach, certainly as far as we are con- 
cerned, in UNICEF, and I think with the other multilateral ajEpn- 
cies as well, there seems to have been a popular ground swell in 
Italy in favor of support to Third )\ orld development 

And on a per capita national income scale, perhaps, the contribu- 
tions that the Italians have made to the world hunger programs 
and to our own programs in immunization and other child survival 
efforts, have really scaled up by factors of probably 10 in the last 
several years. I am not sure of the exact number. But it is very 
large. 

I think this really represents a political response of the Italian 
Government to a ground swell of popular pressure and popular in- 
terest. 

If that supposition on my part is true, there may be some echoes 
of that elsewnere in Europe and in North America, with the kind 
of phenomena that we have seen recently aroimd USA for Africa, 
Live Aid, et cetera. 

Two days ago, in New York, I was over at one of the mcdor FM 
stations in New York. The^ are going to devote an entire 24 hours 
of their broadcasting this Saturd^ to a relief for hunger effort. 

Tliev are giving all their commercial time to commercials for 
contributions to end world hunger. That is a migor FM radio sta- 
tion in the United States, and I assume that that represents some 
response, some perceived response to a popular groimd swell. 

I think that is here in this country, and I do think that is really 
what went on the Italian situation. 

Mr. Fazio. Just a few more contributions in that kind of propor- 
tion from other developed countries in Europe alone would make 
up the differential. 

Dr. Joseph. It certainly would. I would hope, parochially as well 
as otherwise, that it wouldn't only be European nations who would 
make up that contribution. 

Mr. FAZIO. Let me ask you a little bit more in detail about what 
happened in El Salvador. We are a migor contributor, militarily 
and economically, to that country, and having visited there recent- 
ly, I came away with the feeling that we were not putting enough 
money into development issues there, particularly the kind of eco- 
nomic assistance that is visible on the ground. 

Could you give us some background about how the immunization 
campaign came about, why was it so successful across the spectrum 
in a very divided country? 

Dr. Joseph. I will certainly try. In recent years, immunization 
status as well as health services in general m El Salvador have 
fragmented and declined as a result of the conflicts. And while it is 
not clear, the estimates again are verv unclear, but probably less 
than 20 or 30 percent of children in El Salvador— and it was even 
hard to estimate the actual numbers of children in El Salvador— 
probably less than 20 to 30 percent were immunized. 
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I thbk as a result, again, ihii W'V.''*^^ ^ ?ofi*ical gues- 
tion, as a result of the really ^lytflVipUn? success and the political 
initiative of Betancur in Coloirtbi*> wesiaent Duarte became inter- 
ested in a similar effort in fil TO, . ^, ^ 

And when he discussed witR J ¥ (J>rant, our executive director, 
Jim's response was: 

Well, 
tions; 
with 

Salvador. 

That latter condition was te^^ Ifxe^ted by Duarte, but as you 
can imagine, it took some f^^Cy f<W5>ork on all sides to work that 
out. But again, as I said in r^f>^ to your former question, all 
the sides involved, the oppo6i%^> current regime, the church 
playing a very important tole ^ ^4^1® man, all saw the benefits 
to the children of 0 Salvador, ^ themselves pohtically. 

And as a result, in the cai^I^^ that took place, somewhere 
around 350,000 b El Salvador v^^.W>mw^- Tney used 8 immu- 
nization days spread a xmj^ and duringthose 3 daysjhos- 
tiUties, to all intenfa and t>arj>o^' iid stop in El Salvador. There 
were a couple of small incide^ti «^ ll^e second day, but becauw all 
sides saw fiie benefit to tKeoi larger benefit to children, 

and benefits to children are ^^sf^^ that is easy for people to 
see and to agree upon, th&y «vef ^ ^ually able to stop hostilities 
and get the campaign done. . . 

Now, as has been indicate eN^/c. a campaign by itself w not 
enough. The question now CoJ^e« m % Salvador, how to continue 
those immunizations over the (j<»WjK months and years. And the 
Salvadorans are working ou M we think we have e- ery m- 
pectation that they will work able to immunize then- chil- 



dren at a much higher level of e^V^'veness than previoiwly. 

The campidgns often pnividi^ V^ylGxA of political and program- 
matic energy that then getd tt^W^/ad into a higher level of effort 

Mr. Fazio. Thank you very Mr. Chairman. We may want 
to look at tai^eting some of oUy ^'l^ltance to the completion of this 
initiative in Salvador. ^ ^ . . . 

Thank you for letting ^ V *^ important heanng. 
Mr. Hall. Ck)ngre98man I^Uyi^v ^ 
Chaiman Lblamp. Thank /(^u^ Chairman. 
The Select Committee ou has focused attention on pn- 

mary health care for the Ig t^oi^tMpf existence, because we be- 
lieve that for inillionfl of the ^^vM^ children, infectious diseases 
interact closely with malnuWti^^il % intensity the negative impact 

ofeach. , ^ . 

Do you believe that \sf pr£»v^ti<%^ diseases for whidi vaccmes are 




Dr. FOBOB. 1 would say, ^thW^rfuesuon, tnai one can improve 
the nutritional status of cliU4f^*l ^Sf they do not have to have the 
disease of measles, if they da^^'t V>/5 to have the diarrhea of mea- 



sles and so forth. ^ ^ ^ , 

We once calculated years age? "^"^^ ^ ^ 
sumed in West Africa eacb i%^p^ *<> support the fever of mea- 
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ales, because a child that has fever uaes more calories because of 
this, the child croes on to die or to live. 

_ If.the child lives, those calories have to be replaced or else the 
child IS now malnourished on top of everyUiing else. So I think 
that the interaction— in fact, I have frequently said that the triad 
that the Third World has historically had to deal with has been the 
triad of infectious diseases, malnutrition and population pressures. 
^ And they are so intertwined that they affect each other, so there 
IS no question in my mind that immunizing children helps to im- 
prove the nutritional status. 

Oiairman Leiand. Dr. Josieph, did you want to comment? 

Dr. JoBBPH. I think I would just add to that that the clinical mal- 
nourished children that we see are only the tip of an iceberg, and 
most children in the Third World are really balanced on a narrow 
knife edge jf malnutrition. 

Most chLdren are barely making it through nutritionally, and 
ttie ones that \/e see, that tip of the iceberg, are those children who 
have b^n luocked off that knife edge, and what it is that knocks 
them oft IS iiuectious disease, measles, diarrhea, other respiratory 
infections, et altera. 

So, to the extent that we can reduce those forces which knock 
children off that knife edge, more children are going to make it 
through. 

Chwrman Leland. Dr. Foege, your work at the Centers for Dis- 
ease Control encompassed immunization programs for children in 
this country. What lessons can be learned from our success in 
achieving high immunization coverage rates in this country, and 
what more needs to be done? 

Dr. FoBOE. There are many lessons that I think are applicable, 
two that I will mention at this time. No. 1 is to set a goal, rather 
than just say we will gradually improve. And I think Congress has 
ven^ clearly set that goal for U.S. efforts. 

When the goal was first set in this country, we were asked, the 
people that were involved in immunization, what is a reasonable 
objective? And I can remember Secretary Califano asking whether 
80 percent was reasonable. 

The head of the Imm u ni za ti on Program said we have never been 
able to achieve that. He said, I would hate to see that in my job 
description. The next day he did see it in his job description. And it 
was very important to have that kind of an objective. 

No. 2, around the world, public health departments are simply 
too weak to accomplish this goal, and that was true in this countiy 
The pubhc health departments could not reach 80 percent and 
then SO-percent coverage on their own. 

It wasn't until the political figures got involved in the program 
here that resources came from schools, from voluntwy groups, 
from other groups, and I think that is an important lesson over- 
seas, that the public health departments are even weaker, and they 
will not accomplish this unless the political leaders are involved in 
it. 

Chairmwi Leland. A concern which has been raised is that 
moimtmg debt burdens in less developed countries reduce the abili* 
ty of many such countries to expand health expenditures. 
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However, some of the examples of successful immunization prob- 
lems ^ou have described, such as in Peru and Bolivia in South 
America, and Burkina Faso in Africa, seem to belie this point. 

Can vou comment, please? 

Dr. JosKPH. I would think that as money gets tighter, those ]^n>- 

Kams which are more cost effective become even more attractive. « 
any of us in the primary health care field have been arguing for 
years for the need for more money to go to ambulatory facilities 
and preventive health care, rather than the disease palaces of hos- 
pitals. 

And the immunization activities are really a case in point, or a 
sharpened case of point, of this. Countries, of course, are going to 
spend money on their health services. They need to spend mon^ 
in their health services. It is one of the primary functions of any 
government 

One ought to look for those places where that money can be best 
spent. I think clearly, botii on the efiTectiveness side and on the 
benefitKmt side, particularly in countries that have difficultv 
reaching their populations and staying in sustained contact with 
them, preventive services such as immunization are even more de- 
sirable in stringent economic times. 

The tougher question, I think is. What about the sustaining of 
these programs? What about the continuation of these programs in 
difficult economic times? That is a tough question. 

But I do believe, as I have said in m; testimony, that the inunu- 
nization programs and the benefits it yields to children and fami- 
lies, and the tangible benefits of not having polio and not having 
kids die of measles; these are such that th^ really do generate a 
kind of momentum within coimtries, and a determination to keep 
the programs going. 

And as we, speaking collectively and globally, learn more and 
have better tecnnologies and more cost-effective technologies to 
keep those programs running, I think we are increasingly in a 
better and better situation. 

Dr. FoBOE. I would wholeheartedly agree that economic limita- 
tions make it even more important to do the right things. When I 
was ^ving the figures on the benefitrcost ratio— of 1 to 10, 1 didn't 
mention that there is only one health program that exceeds inmiu- 
nization in positive benefitcost— and that is fluoridation, where 
you can get a return of $35 to $40 for every dollar invested. 

But ouer than that, immunization turns out to be the single best 
health program that one can institute, and therefore, if one has to 
save money, you shouldn't go to that place to save money. 

Chairman Lblanb. Finally, Mr. Chairman, I beg your indul- 
gence, concern has been voiced about the cold chain. That is, main- 
taining refrigeration for nonheat stable vaccines in remote and 
often inaccessible areas. 

Can you please comment on the current state of the art in main- 
taining the cold chain? 

Dr. FoBOB. I might just start by saying that we are encouraged 
bv the fact that measles vaccine, which was one of the most vulner- 
fiuble parts of the whole cold chain» has now been improved in sta- 
bility to the point that measles vaccine could survive ordinary tem- 
peratures for weeks wiliiout deteriorating. 
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Polio vaccine is still the key problem with the cold chain. But I 
think we are seeing improvements in vaccine stability on the one 
hand, but we are adso seeing a great deal of attention being given 
now to improving the cold chain itself. 

Two examples: Instead of having to put all vaccine in refrigera- 
tors, in some places they now use their refrigerators to make ice 
cubes and then they can keep their vaccines in cold boxes. 

Second, in Nigeria, they are doing some very innovative things, 
where instead of trying to have a refrigerator at every peripheral 
unit, they have their vaccine in central units better cai^ for, and 
then they take it out to the peripheral units in cold boxes. 

So I think we are seeing miprovements in the vaccines, but also 
in the system itself. 

Dr. JosKPH. When the measles vaccine— Bill can correct me if my 
figures are not quite ri^ht— when the measles vaccine first came 
mto use in West Africa m the late sixties, early seventies, I believe 
It cost $1.13 a dose. 

Now, we can deliver a measles vaccine, we can distribute it, 
UNICEF can distribute it, for about 6 cents a dose. 

So. we have had tremendous improvements on the cost side. We 
have also had improvements on the technology side for the cold 
chain. Both improvements in the kind of equipment that is used, 
arranging all the way from sort of state-of-the-art experimentation 
now with solar-powered refrigerators, to much more simple field- 
applicable technologies, such as gettiiog away from expensive pow- 
ered refrigerators and using these lined cold boxes further out in 
the periphery. 

The other point that I would add to what Bill said is that much 
of it does come down to improved management and the training 
that 18 required therefor. The training of refrigeration andcold 
chain technicians in individual African countries, for example; the 
training of better program managers who wiH use the resources 
that they have more effectively and efficiently are a way to im- 
prove the eflicapy of the cold chain. 

We are way ahead of point we were even 2 or 3 years ago. And it 
continues to move in a direction of technologic simplificauon at the 
field level and greater efficienpy of the actual cold chain equip- 
ment. 

Chairman Leland. Very good. 

Let me just thank both of you and particularly the work that 
your ^ncies have done over the years to help save lives of people 
around the world, but let me thank you, too, individually for uie 
purpose of supporting the efforts here with the select committee. 
You have done an outstanding job, and I think that your testimony 
will move us further ahead as a Congress. 

Thank you very much. 

Dr. Joseph. Thank you. 

Mr. Hall I think we are going to stand in recess for a few mo- 
ments. We are going to have to go and vote. We thank you again 
for coming and being with us. 

Is Dr. Sever here? OK. If you will— it will take us about 5, maybe 
10 minutes to get back here. 

[Recess.] 
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Mr. Hall, Dr. Sever^ who is here today in his capacity as a con- 
sultant to the Rotarv International. Dr. Sever^s omcial position is 
with the National uistitutes of Health, and he has represented 
Rotary International in numerous international meetings. 

He will describe the role nongovernmental organizations can 
play in immunizing the world^s children by the year 1990. 

STATEMENT OF JOHN L SEVER, M.D., ROTARY INTERNATIONAL 

Dr. Skvkr. Thank you, Mr. Chairman and members of the com- 
mittee. I appreciate this opportunity to appear before this commit- 
tee on behalf of Rotary International, and to describe briefly the 
role that Rotary is tabng in this to iinmunize the world's children 
by 1990. 

I am speaking as a representative of Rotary International and 
none of the statements I make in any way are to be construed as 
representative of the NIH or NINICDS, my employer. 

Rotary International is the world's first and most international 
association of service clubs. A Rotary club is a group of men repre- 
senting a variety of businesses and professions in the community, 
whose purpose it is to provide humanitarian service, to encourage 
high ethical standards m all vocations, and to help build good will 
and peace throughout the world. 

There are now over 21,000 Rotary clubs throughout the world, in 
159 countries and geographic regions. The first club was formed in 
Chicago in 1905, but today more than two-thirds of the clubs are 
actually located outside the United States. 

Club membership right now stands at around 993,000, and we 
expect to reach the 1 million member mark by Februaiy 1986. I 

K've you these statistics to help you understand the evolution of 
>tary^8 commitment to world immunization. 
From the moment that Rotary became international in 1910, the 
association has sought ways to serve the world by fiirthering inter- 
national good will and peace through friendship, cooperation, edu- 
cational programs, and humanitarian programs. 

Historically, the efforts in the service area were club to club ac- 
tivities, crisscrossing the globe. Many of these activities remain of 
that character, and clubs in one country help dubs in another 
nation with materials or technical assistance, and tiie international 
exchange of high school youth, college youth, and so forth. 

In 1947, the efforte to expand to foundation of Rotary Interna- 
tional sponsored ite first program for international scholars, and 
exchanges of teams of young professionals has followed. 

A matehing grant program for club*toH:lub humanitarian and 
educational projecte was also launched. 

And as the network of clubs and activities grew, both in geo- 
graphic scope and in numbers, so grew the opportunity for service. 

Rotary b^an seeking larger chedlenges and projecte beyond the 
initial scope of individual clubs or groups of clubs. And thus, in 
1980, Rotury launched its first migor immunization project to pro- 
tect 6 million Philippine children against polio. 

Until 1980, the Philippines had not engaged in routine immuni^ 
zation aminst polio. And Rotary discovert that it indeed could 
make a oufference by providing this effort. 
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The World Health Organization has reported that the number of 
polio cases in the Philippines, which was once the source of 46 per- 
cent of all cases in the Western Pacific, dropped nearly 70 percent 
after this immunization effort. 

Other polio immunizations in other countries have followed. To 
date, RoUury has allocated $12.33 million to protect more than 87 
million children from polio in 26 nations. 

I have provided you with a listing of the projects which are 
fimded to date, and copies are available. 

Seeing the potential for a sigmficant contribution. Rotary has de- 
cided to make a commitment this year, 1985, on its 8(Hh anniversa- 
ry. A new Rotary Foundation program was created. And Rotarians, 
with public support around the world, would fund timt program. 

Experts would be sent to help plan and implement inmiunization 
campaigns. And Rotarians in project countries would themselves be 
mobilized and assist with the private sector in this action of immu- 
nization. 

That is our plan. We call it Polio Plus. The plus is because 
Rotary, while devoting its mtgor resources to the battle against 
polio, also wants to help, where feasible, in the expanded programs 
of immunization covering the six mcyor vaccine-prevent^le dis- 
eases, measles, whooping cough, diphtheria, tetanus, tuberculosis, 
and polio. 

Rotary knows that its contribution is just part of a greater effort. 
As a nongovernmental affiliate of the World Health Oxganization, 
it works closely with WHO, UNICEF, the Pan-American Health 
Organization, and other governmental oi^anizations. 

But it also knows that its contribution and the contribution of 
other nongovernmental oiganizations, are essential if UNICEFs 
goal of universal immunization by 1990 is to be achieved. 

That goal must be achieved. As others have already testified, 
every jrear vaccine-preventable diseases kill approximately 3.5 mil- 
lion children and permanently disable at least another 3.5 million. 

My testimony will take about 15 minutes. In that time, some 100 
lives will be extinguished. And other 100 lives will be diminished 
by disability. 

These children die not because there are no tools to prevent it. 
These children are disabled, not because there are no resources 
available. They die or become disabled because until now, we as 
members of the human family, have lacked the will to prevent 
these tragedies. 

This is all changing now. In May, the Pan-American Health Or- 
ganization declared that by 1990. polio would be controlled in the 
Western Hemisphere. Last month, UNICEF declared that all six 
m^jor diseases could be controlled worldwide. 

Around the world, national leaders are declaring a commitment 
to the health of their childre a. But an international partnership of 
private and public efforts is crucial for getthig the job done. 

In the more prosperous nations, the six vaccine-preventable dis- 
eases are well under control. The prosperous nations, through gov- 
ernmental and private efforts, can play a vital role to help improve 
health conditions in economically less developed countries. 
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These nations cannot effectively function when 100 out of every 
1,000 of their children die before their first birthdays. They need 
help. 

That help will produce healthy children, and healthy children 
become the productive adults needed to create social ano economic 
stability, which in turn will help build a more peaceful world. 

I would juqt like to tell you about the Rotary pledge as a nongov- 
ernmental organization, working with other agencies. This de- 
scribes what we feel the public sector, and this is what Rotary has 
pledged to do. 

It may serve as a model for others. First, Rotary will provide all 
of the polio vaccines necessary for up to 5 consecutive years for any 
approved national or re{[ional immunization program, either as 
part of annual days of mmiunization against pdio, or through 
other delivery tactics which are in overall support of the WHO ex- 
panded pronnam on immunization, the EPI Pnmram. 

Second, Kotary will make available to any less developed coun- 
try, upon invitation, experts to help assess, plan, implement, and 
evaluate national days of immunization against polio. 

In each country targeted for such campaigns, a committee of Ro- 
tarians, in coiminction with Rotary's expert team and national and 
local health officials will seek to motivate and utilize resources of 
the private business and professional sectors to assist in the cam- 
paigns. 

Third, jElotary will support, where possible, the expanded pro- 
gram on immunization to fight other controllable diseases. An ex- 
ample of this support is soliciting, transporting, and distributing to 
developmg nations excess but poten^ vaccines fh)m pharmaceutical 
firms. 

The work has already begun. Our first expert, Mr. Mejico Aiwe- 
les Suarez, the vice minister of public health of the Dominican Re- 
public, was sent to Paraguay at the request of that Government to 
hedp oiganize the Nationid unmunization Day Program. 

The first of two scheduled in 1985 took place on September 28 of 
this year. Surveys had revealed that there were approximately 
276,000 children under the age of 4 who should receive the vaccine 
in Paraguay. 

On September 28, more than 475,000 children, including many 
over the age of 4, were immunized. The local Rotarian who coordi- 
nated the support effort from the voluntary contributions in the 
project is Senor Jose Martinez Yaryes. 

In a report to Rotary International, Mr. Martinez listed a few or- 
ganizations which contributed to this effort. The ministries of edu- 
cation and the interior enlisted the cooperation of teachers and 
provmcial governors in getting the Vaccine Program accomplished. 

The Military Air Transport transported the material. The Asso- 
ciation of Advertising Firms in Paraguay prepared a publicity cam- 
pidm. The C(>ca<)oIa Co. printed posters and leaflets. 

The Association of Pharmaceutical Manufacturers provided 
trucks and transporting materials. Other local firms provided head- 

auarters space, photocopy equipment, and even coffee for some of 
lie workers. 

The U.S. A^ncy for International Development provided some of 
the ofSce equipment for that campaign. 
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More than 19,000 volunteers help implement that particular 
project. They included Rotarians, their wives, members of Lion's 
Clubs, Girl Scouts, the Paraguayan Red Cross, the Rural Associa- 
tion of Paraguay, and the Junior Chamber of Commerce. 

The second annual immunization day is set for this coming Sat- 
urday, the 16th of November. Rotary support, help in mobilizing 
the private sector, and over $90,000 worth of polio vaccine will con- 
tinue over the next 5 years, after which the Paraguayan Govern- 
ment will assume responsibility for maintaining the Immunization 
Program. 

I have provided details on this project to illustrate how Polio 
Plus works, and the key role that the private sector plays in carry- 
ingout this kind of project. 

This project only distributed polio vaccines. In other projects al- 
ready under way in Nigeria, Sudan, Turkey, Rotery is providing 
polio vaccine and private-sector support for expanded programs of 
immunization. 

Rotery is an organization of volunteers, and volunteers know 
how to recruit other volunteers. It is in this aspect of the current 
immunization scene, more formallv known as social mobilization, 
that has led UNICEF, PAHO, and other world organizations and 
governments to believe that the goal of universal child immuniza- 
tion by 1990, first set by the World Health Organization in 1974, 
may be achievable. 

Rotary will raise $120 million to fund the Polio Plus Program. 
This fund-raising goal, by far the largest in notary's history, ex- 
presses Rotery's commitment and reveals Rotery's belief in the pri- 
vate sector's concern and willingness to support worldwide immuni- 
zation with money, as well as time, energy, expertise, and other re- 
sources. 

In conclusion, Rotarjr believes that it can raise the money and 
launch the projects which will comprise a significant contribution 
to the efforts to achieve universal child immunization by 1990, a 
simificant contribution but not nearly enough for the whole task. 

So, Rotery hopes that what it is domg will serve as a model for 
other private oigdnizations, and that a powerftil partnership will 
soon be formed between the private sector and the public sector of 
governmente of all nations to immunize their children. 

We cannot wait any longer. I have spoken for approximately 15 
minutes; 100 children have died, and 100 children have been dis- 
abled. 

Thank you. 

[The prepared statement of Dr. Sever appears at the conclusion 
of the hearing, see p. 66.] 
Mr. Hall. Thank you. Doctor. 

I hadn't realized that Rotary International was so involved with 
immunization. That is exciting to listen to what you have done in 
various countries, especially the Philippines and Paraguay. I hope 
that your tale can be told to other colleagues and other organiza- 
tions like yours around the country. It is exciting to hear what you 
are doing. 

Dr. Sever. Thank you. 

Mr. Hall. In a campaign like this, we are talking about quite a 
bit of money coming from Rotary. How do you raise your money? 
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havf giytn ut a challf ngt. It it a challtngt that we should meet, 
and it ii A challengt that we are going to do our beat to meet. 

And with everjfbody pitching in like you havoi I feel very hopeAil 
for the ftiture. It is exciting to listen to the sUtisticSt because I re- 
member last year. I was quoting 6 million children die per year. 
Now it Is down to somewhere between 8.6 and 4 million, and that 
is exoltinf . That is a real decrease in Just a year. Just UUnk what 
we can do if we meet the challenge that UNICEF has issued. 
Rotary International has issued. It is something that I know this 
committee is oonunltted to. 

Thank you for coming. 

Dr. 8im. Thank you very much. 

Mr. Hall. That concludes the meeting of the International Task 
Force today. And thank you all for being here. 
[Whereupon, at 12 noon* the select committee was acUoumed.] 
[Material submitted for inclusion in the record follows:] 

PssTASSD Statsmbnt ot Hon . ToifY p. Hall, a RsnumrrATivi m Conoum From 
tNS BtM or Omo and Cmaibman, Intiknational Tak Foscs, Sbuktt Commit- 
TisoN Himon 

Good mondM, I would UIm to imlcone you aU thta nx^^ 
blsnwtioMl liik Pom of Ibo Soloet OommlUoo on Huiunr. Our topic wifl bo on 
tlw fori or Immualitae Um world's oUMioa by 1990. 

Tm ynn ■eo tho htonstioaal Hoolth Oommunily ott tht god of tmmuniitng all 
tiw world*! okUdritt i^riMt tko oil loiril^ 

whoopiflf oooih, lstaBus» poUo^ moaslss. ud tuboreulooli. While lignifleuit progroM 
has boaa madi, it la doar that thoie ate still aa onorraoua aumbor of ehlldrtn who 
dto amy Mar frm tiMM sarifar prmntable diiMMi. 

Our mk today la to laara about progroa boing mado to moot thii goal» and what 
addltioQal aflbrta ait folas to bo aoadad if wt tnily intond to havt univt rMl iininu- 
nlaatlOQlnrm 

iBUBttBttatkn prograaa art a vital atop to braaklng tho inhetioii*malnutrition 
mde. Whm ohildrm ara nBAlaouriihad. thay aaoUy niocumb to Inhetioui diaaaioo. 
Whiii ehildm luomnb to iiilbotioui diiiaiii, thay aaoily baoorao mora jnalnour 
lahad Wa ait my mueh iataraotad in broaUng this eycla, and baliava that univor 
lal fanm u niwt lo n programa far chlldrop art •awnttol to that offort 

Hit Sahet Onmmfttaa on Huaaar haa baon aupportivo of primary haalth cara pro- 
gramirinoaHabaglnnlng. In 19S4wtwtraaaeoMiMinouraffbrtitoincrMM Aind- 
fas fcr tiw AID. haalth aariitanci and nutrition amtrtanct programs, and in ottab- 
IkUng a ohild ounrhral Atad. Thk yaar wo havo callad attantion to tha importanoa 
of vttamiii A, both In nutrition promna and in haalth programa for many ooun- 
trioa. Now, with tha 1990 banohmark for aehiaving univanal aoooao to immunita- 
tlon* another aooootlal oomponant of primary haalth cara, only a fiw yaaro awayi wa 
want to oaa how tha Unitad Stataa oan itap up ito aflbrto In Joining with tha world 
oommunlty to moat thia goal 

I haft iatrodnood a rnolutloa, Houoa Ooocurront Roatrfution 211, which callo on 
tha IV oatdo nt to dliaet AXD. to work with tha contar for dioaaoa control and othar 
apptopriala Fbdotal iponciao to aupport thia aBbrt Ahaady ovtr SO Mambaia of the 
Hottoa have Maad ma la aupport or thia raoolution, including tha Chairman of tha 
Fbraign Affiuia OwnmHtaa, tha Fbraign Oparatkma Suboominlttaa, tha Budgat Com- 
mlttaa^ and tha Chairman and ranking mmority mambar of our oommittaa. Sanator 
Bradlay, our lint witaoao thia morning, la tha original oponaor of a vary iimilar ro^ 
oltttioii la tha Sonata, which alao oqtoyi wida iupport in that body. 

I know wt ara opaaklaf for tha Amarieaa paopla mhmk wa oupport thaao impo^ 
tant goala. Wa look forward to haarlag fkom aomo of tha kqr partidpanti b anhano- 
ing thoaa global aflbrta. AmoiMr tha witnoaooo today ara a Mambar of tha Sanata, 
r o pr oio nt a tl foo of two Fbdarai agineiao, oaa intamational organliation, and one 
aonnvamBMBtal agonqr. lidi paraon and group It contributliig aifnIAoantly to ai- 
paaolngacoooo to ImmunlMtion programa, and wa knk forwara to naaring thair ra* 
BMurka. Tliank you for baiag with oo thia morning. 
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Pmfaud Statbmbnt or Sinatok Bill Bradliy. a U.S. Sbnaidr Prom thi State 

or Niw Jrrsiy 

Mr. ChalrmRn. I congratulate you and the committee fbr acheduling this impor- 
tant headng. I apprecUte the opportunity to diicuM with you why I believe It it lo 
imporUnt to puTiue a mal of univerial accoM to immuniiaUon for the world's chil- 
dren by 1990, On October 10th of thli year, my diitinguiehed colleaguea, Senators 
iUsten and Simon and I introduced Senate Concurrent Reeolution 78 that caUs 

EkrvW*!?* ^ ^'?2ri!feSJf ^^^^ ^^^^^ to "irt the World 

Hedth Organlution andU^^^ meeUng the goal of univeral access to child- 

^^i*^"?"*!^^!* ^1}^'!^^ ResoluUon now has 28 oo^ponson in the Senate, 
identic!!! SiSuUolf* ^ Congressman Hall submitted aii 

Mr, Oiairman, on thoee rare but unfortunate occasions when the world is beset 

i2l^l^I2!$^;^^**•^•^"^^ ^SL*" ^ Mexico, an air disaster in Japan, a 

r^ease of toiic chemicaU b Bhopal. or other catastrophee-the smypathy andsup- 
pwt of aU Americans goes out to the affected people. For this we can iake gnat 
Pn«^<w^o^ country for always being ready, wUling and able to help in what- 

^^^4 Chairman, a tragedy struck which dwarfo aU of those Tve already 
S%V®?*?* ^ eltyen thousand children died. There are no media accounts 

^ ^^J^JSif^iSft^'^^ for you see this Is a daUy occurence. Yet. eleven thou- 
sand npre children will die today and tomorrow and each day of this and every 
H^^LP^? ^ chUdwn P«r But tluTWuldert part oft^ 

traoedy b^that it is avoidable. Thoee children are victims of six diseases; diseasee for 
SS?!?^? ^uni»ti<ms exist Theee diseases polio, measles, whooping 
oouffh, diptheri^ tetanus, and tuberculoisis-are virtually unknown in the devel- 
oped world but they continue to ravage children in devel^og countries. 

As stunning as this trwedy of 4 idllion vaodne-preventabre deaths is, it is only a 
portion of the problein. An additional 10 million chUdren die fhmi potentially ta- 
munisaUe disease. And, at least another five milUon chUdrw who sunive ^ dis- 
5!I!i«*1J5S P«J»P«nil*y»ical and mental dIsablUtles and handicaps, or ai« so se- 
vereW weakened that they more readily succumb to the ravages of malnutrition and 
diahhrea. Hunger and idsease are inextricably linked. HiSger and malnutrition 
wMkenchUdr^ susceptibiUty to disease. Disease weakens childivn 

■"aU"^^S!? •'"C^Wlity to malnutrition. The (^de must be broken, 

nie efftctivenesB of immunisation programs, as I stated, is evident in the reduced 
Sf? in our own country. But the finest example of the ad- 

wtages of tomuniaatiop Is the woridwide effort of the 1970's tiiat resulted in Uie 
^tf/fH^?"'"'* ^ TSSP?- ••timated that the U.8. monetaiv contribution to 
Udseflfort has paid it^lf back b saved mediod expenses every nine months! The 
payback in human suffering avoided is impoaaible to assess 
FSt^ii' Sfr?^^ WorldHealth Orgaiikation and the United Nations Children's 
Fund tiie United Nations General Assembly have caUed upon the nations of the 
world to commit the resources neoeesaiy to meet the challenge of universal access 
. tomuniiation by 1990 HeaSs of States from arZd th?^ldimSk^^ 

S^K^^hiTS^^i^v* %^ iS^ Nations on October 

New York Qtjr. And, Mr. Oiairman, the response in our gn»at 
country has mrwhelmina. I know of at least 28 newspaper editorials that 
have encouraged U A parti^ation in this global Ohtt 

Mr. Chairman, Congrsss recognixes the importance of preventive health care. We 
nave increased ftmding to the Agenpy for International Development for health mir- 
poeee. We have created a Child Survival Fund for primary health caie such as im- 
muniiation and oral rehy^tipn theraplur. And this year, in the Foreign Aid Au- 
thoruatoon we mandatedf the Amnpy for htemational Development to prwide im- 
rnuniiation for not lees than 89% of aU the children in thoJis countriw in which 
JF'^P?;!.^* Chairman, there have been some criticiBmo of the AID's 
handlingof fts hedtlu)rofnwn. At a time when Congress has repeatedly stressed 
raduo^^teh^tib rt^ immunisation and international healthj^ Agency has 

The questiw that we face today is not how worthy a cause is global immunization 
but whatis tiw ai^priate rd^ the U.S. to pli5^ in this effort. Global immuniza. 
2?°*^w°?^ 1990 and then abandoned. The most important 

contribution the U.8. can make is to assist in the deUveiy, distribution anduse of 
vaccines by buUdbg locaUy mistainable ^rstoms with the technology capacity to pro- 
vide the [squued immunizations. This Includee training and deviKpinga euffident 
group of health professionals, indigenous to each developing country, to monitor and 
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vmm Immunisation programs. Local personel could adapt fltrategies to reach the 
goal of preventing Immunlxable dlseaeee. 

In adidltlont America Is experiencing a revolution In the field of blo-technology. 
We are developing new vaccinee and making significant Improvements In existing 
vaccines. We must continue to perform, support and encourage research and devel- 
opment, both in the public and private sector. 

Mr. Chairman, In the next hour, approximately 1,500 children will die. There will 
be no headlines to relay the magnitude of the problem. Today we must commit our- 
selves to a productive and meaningful role for our nation in the effort to save so 
many Innocent children. 



Prbparid Stateiiint or Hon. Maroi Roukbma, a Rbprbsintahvi in Conorbss 
From thi Stati or Nsw Jirsby 

Mr. Chairman: I want to commend you for convening this hearing today and for 
your commitment in seeking better health and nutritional care for all the world's 
children, especially those most In need. We have several distinguished witnesses 
here, who wili tell us of the efforts to combat and eradicate six dangerous childhood 
diseaaes: tuberculosis, diphtheria, tetanus, whooixbig cough, polio and measles. I 
would like to pay a special tribute to my colleague mm New Jersey, Senator Bill 
Bradley, who has ventured here ftrom the other bodv as our first witness today and 
whose efTorts on behalf of childhood health are well known. 

Mr. Chairman, a year ago this month I traveled to Ethiopia as a member of a 
congressional fact-finding delegation, with a number of members of this committee. 
The shock of seeing Miasmlc men, women and children in the grip of starvation was 
a soul searing experience. We could not prevent this tragedy, which was due in 
large part to history, civil strife and drought. But there is another tragedy continu- 
ing this very day, a malevolent and insidious one. Millions of children die each year 
from diseases that are entirely preventable. It is this needless human suffering that 
is the greater tragedy, because we have the immunizational know-how to stop these 
diseases right now. 

The statistics on the six childhood diseases I mentioned and their effects on third 
world children are well known to many here, but I would like to reiterate Just a few 
for the record. Only 2 children in every 10,000 die of measles in the United States, 
yet this affliction kills S of every 100 cMldren in lesser developed countries. The per- 
centage of children immunized agdnst sll six diseases in industrialized nations is 
more than twice as high as for those in the developing world. In 1984, leas than 20% 
of the developing world's children were protected against all or most of these infec- 
tions. Measles is a disease that kills 2 million children a year, tetanus 800,000 and 
whooping cough 600,000. These numbers are appalling and very discouraging. I look 
forward to testimony by today's witnesses that will help inform us as to the strate- 
gies that will reduce these numbers significantly. 

Last month I joined twelve of my colleagues, including Mr. Leland and Mr. Hall, 
as original cosponsors of H. Con* Res. 211. This resolution calls upon the President 
to direct the Agency for International Development to work with international 
health organizations in achieving the goal of universal access to childhood immuni- 
zation by the year 1990. This is a formidable challenge and raises speciflc Questions 
that I hope our witnesses will address. First, we must know what the needs are in 
developing countries, in terms of vaccines, medical personnel, logistics and educa- 
tion. Second, we need to ask how we can implement a program that is sustainable, 
especially in the poorest countries, so that generation after generation can ei\joy the 
benefits of immunization. And finally, we must ask what resources and efforts are 
necessary to reach our ^oal. 

The costs of immunizmg a child are small when you consider that the results pay 
huge dividends in terms of reduced fUture health-ca;^ costs, reduced infant mortali- 
ty and healthier children. High level political support . ^'ntial if we are to make 
progress in immunizing all the world's children. If other cc entries, international or- 
ganizations, and private voluntary organizations maintain a commitment to work 
with the United States, we can save these children. A redoubling of efforts by all 
the parties involved will set us on the road to reaching our goal— universal immuni- 
zation. 
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For thk Rkcord 



From a Senate resolution last month: 

Whereas six diseases— measles, diphtheria, tetanus, whooping cough, tuberculosis 
and polio— each year ravage the children of the world, killing some 5 million and 
leaving an eaual number disabled; 

Whereas the medical technology now exists to immunize the world's children 
against these diseaseB at an estimated cost of $5 per child— a total cost of $500 mil- 
lion for the 100 million children born in the developing countries each year; 

Whereas medical studies estimate that such immunization could reduce child 
mortality around the world by as much as one-half; 

Whereas reduced child mortality is crucial to attaining levels of economic develop- 
ment associated with reduced population growth; 

Whereas in the 1960s and 19708 the United States and the Soviet Union cooperat- 
ed effectively together and with other nations in a United Nations program which, 
by 1980, ended the scourge of smallpox . . .; 

Resolved, That: the United States and the Soviet Union should immediately un- 
dertake a formal commitment to initiate, using their own resources and those of 
other donors and appropriate multilateral agencies, a joint effort to bring the bene* 
nts of immunization to all children of the world by the year 1990; 

This joint effort should be accompanied by the initiation of studies to anticipate 
the demographic effects of such increased immunization; and 

This Joint world immunization effort should be undertaken in a spirit of common 
dedication to a transcending humanitarian purpose, and with the practical hope 
that such constructive collaboration may also serve as a model for Airther super- 
power cooperation. 



Prepared Statement op John Eriksson, Deputy Assistant Administrator, 
Bureau for Science and Technology, U.S. Agency for International Devel- 
opment 

Good morning. I am pleased to appear before this Select Committee to report on 
the Agency for International Development's plans to expand immunization pro- 
grams as a part of our Child Survival Action Program. 

Just nine months ago, the Agency for International Development launched the 
Child Survival Action Program with the additional f\inds appropriated by Congress. 
As part of this program, A.I.D.: developed new and expanded programs in seven 
Asian and Latin American countries; awarded grants to U.S. PVOs for 36 projects 
in 17 countries; funded multi-country agreements with both UNICEF and UNDP; 
and established new support projects in key areas such as immunizations, health 
Tmancing, health commodities, and health communications. 

We are preparing a f\ill report on the Agency's FY 1985 Child Survival Action 
Program, which we will be submitting to Congress next month. 

I wouild like to take this opportunity to give you some of the highlights of our FY 
1985 program, and to indicate f\iture directions for A.I.D.'s child survival activities. 



First, I would like to discuss Oral Rehydration Therapy, which, along with other 
efforts at diarrheal disease control, is a principal element of A.I.D.'s child survival 
program. Afterwards, I will discuss A.I.D. s expanding immunization efforts. 

It is well known that diarrhea with associated dehydration is the world's greatest 
killer of children. To draw attention to this problem, the United States joined with 
other donors and cooperating nations over two years ago to sponsor an International 
Conference on Oral Rehydration Therapy (ICORT). At that conference, Mr. McPher- 
son, the A.I.D Administrator, personally challenged the participants to work aggres- 
sively to expand the use of this inexpensive means of reducing child mortality. 

A.I.D.'s own fmancial support for ORT programs has increased markedly since 
that conference. Last year, for example^ our expenditures on ORT exceeded $37 mil- 
lion—almost double the previous year. This expanding program made it possible for 
the Agency to assist 50 countries and we will be reporting on some of these pro- 
grams in our "Child Survival Report to Congress'' next month. 



ORAL REHYDRATION THERAPY 
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CRT IN EGYPT 

The National Control of Diarrheal DiBeaae Project In Egypt is one of the moot 
comprehenaivo of those supported by A.LD. 1 wish to highlight it. not only to denx>n- 
strate what can be achieved in a relatively short period but also to make it clear 
that we use BSF as well as development assistance resources to ftirther the Agen- 
cy's child survival goals. 

This project gww out of a pilot study begun in 1977 which showed a 40 percent 
reduction in deaths from diarrhea in several districts where ORT has been intro- 
duced and promoted. With lessons learned from the pilot study, a five-year cam- 
paign was mounted, beginning in 1988, to spread knowledge and use of ORT over 
the entire country. The goal of this campaign was to reduce mortality in children 
under thrM by 26 percent By the end of 1985, close to 90 percent of all health facUi- 
ties around the country will be able to provide on-site rehydration services. Pharma- 
cuita have been supplied with Elgyptian-made rehydration packets and plastic meas- 
uring cups to sell for home use. In remote areas, women who have been trained to 
deitver oral rehydration therapy have been supplied with materials for distribution. 
They become income earners and at the same time contribute to the welfare of their 
own communities. The proiect logo, chosen by mothers in focus groups, has become 
the most commonly recognized graphic advertisement in EJgypt. 

The early results encouraging. The number of mothers ^o knew about, ORT roee 
to 94 percent in 1984, and over half of them had used rehydration salts to treat de- 
hydration. But even more important, sample surveys show that diarrhea-caused 
deaths in children under two have been cut by two-thirds since 1980, and infant 
mortaUty (0-1 years) by nearly half. 

ICORT II 

. Next week you will be receiving from Mr. McPherson an invitation to participate 
m a second world-wide conference on oral rehydration therapy. In this conference 
we will be reviewing the record of a large number of national ORT programs, such 
as Eqypts as well as exploring new ways of improving the implementation of ORT 
programs. We hope to see many of you at those meetings. 

IMMUNIZATIONS 

The second majjor element of A.I.D.'8 child survival program this year has been 
1 A.I.D.'s expenditures on immuniiation programs alone 

exceeded |21 million. And we expect to increase our support for immunization pro- 
grams significantly in the years ahead as our cooperation with national immuniza- 
tion programs expands. 

year an estimated 3.5 million children in the developing world die of six im- 
muiuzable di8easee--measles, whooping cough, tetanus of the newhx)m, diphtheria, 
polio, and tuberculosis. Beyond that, almost 500,000 annually are crippled by polio, 
and hundreds of thousands more are disabled by the blinding, crippling, and debili- 
tating compucations of measles and tuberculosis. 

The goaf of ^I.D.'s CJhUd Survival Action Program-and, indeed, of the entire 
mternational effort to expand access to immunizations worldwide-^is to set in 
motion a stratefflr that will assure the development of indigenous, self-sustaining 
programs to eliminate these diseases wherever possible. 

In 1984 it was estimated that less than 20 percent of tlie children in the develop- 
ing world were protected against all or most of these vaccine-preventable diseases. 
In fact, it has been estimated that immunization programs actually contacted nearly 
40 percent of children, but almost half of those reached were not My protected be- 
ca^ of the high drop-out rate conmaon in most of the poorer developing countries. 

Bemuse immunizaUon is so important and costeffective an intervention, we have 
placed particular emphasis on helping countries en>and their immunization pro- 
grams. We reahze that this will require sharply^nhanced U.S. fmancial commit 
ments to immunizations-^mmitments which we are willing to make. 

Our goal with immunization, as with ORT, is not simply to deploy the technol- 
ogies to vaccinate children in the next 5 years. Our goal is to help institutionalize 
these programs, so that they will continue to be available to children of ftiture gen- 
erations. 

We recognize that U.S. encouragement and financial support for immunization 
programs cannot, bv themselves, ensure the long-term success of these efforts. For 
that reason, we seek to assure that vaccines will be available, delivenr systems in 
place and functioning, and the population knowledgeable about the value of immu- 
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nizatlons, regardless of whether there is an International initiative promoting im- 
munixatlonB Oh for that matter* substantial external resources. 

OOCD PRCMICT IN AFRICA 

A.I.D. is now supporting immunization programs in approximately 51 countries. 
The $46 million Combatting Childhood Communicable Diseases (CCCD) Prcject, for 
example, is currently opercting in 12 African countries, and we expect to expand 
the program to 16 African countries this year. Because we recognize that hard- 
pressed African governments can ill afford to hire new people and make new capital 
investments, the CCCD Prqject operates on the premise that much better use can be 
made of existing facilities and resources. 

Hence, CCCD is concentrating on retraining existing health workers and epidemi- 
ologists, on improving the supply chain to existing health facilities, on promoting 
health education, and on strengthening the management capabilities of nationd 
ministries of health. Technical backstopping for the prqject is the responsibility of 
the Centers for Disease Control, which also spearheaded A.I.D.*s contributions to the 
World Health Ommiiation's sucoessftil drive to eradicate smallpox. 

I mention the CCCD prqject because it highlights our concern for establishing the 
infrastructure— including the trained personnel and the communications systems- 
needed to deliver basic immunizatwns against childhood diseases. At the Bellagio II 
conference last month, the U.S. made it clear that immunization should not be seen 
as an end in itself, but a beginning— the beginning of sustainable healUi caro sys- 
tems available even to the poor and the isolated rural families in developing coun- 
tries. 

IMIIUNIZATION IN KUAOOR 

Another project which is an example of the kind of immunization activity A.I.D. 
supports is our bilateral project in Ecuador. The project is designed to reduce infant 
mortality 1^ dramatically increasbig immunization coverage and expanded use of 
oral rehydration theraiw throughout the country. On October 26, the project was 
launched with a three-day intensive national mobilization campaign to immunize 
children under 5 years of age. Initial results suggest that the number of children 
vaccinated may be at least four times that of previous efforts. 

This project is exemplary in a number of respects. First, it reflects A.I.D.*s efforts 
to coordinate immunization programs among a variety of sponsors. This particular 
project brings together such diverse institutions as the local Ministries of Health 
and Education, the Church, the Armed Forces, UNICEF and private organizations 
in a common humanitarian endeavor. It has received the personal attention of the 
President and First Lady of Ecuador. 

Second, the project emphasizes the technologies which are most cost^ffective in 
savings children's lives. While the first phase or the prqject focuses most intensively 
on immunizations, mothers who brin^ their children in for vaccinations are given 
oral rehydration packets, a bag in which to mix the solution, and fact-to-face educa- 
tion in diarrheal disease management ORT education will be intensified between 
December and April, the season during which diarrheal disease is most extensive. In 
subsequent phases, the program will integrate promotion of breastfeeding and nutri- 
tion monitoring into its ongoing program. 

Third, the prqject emplqys the mass media to encourage participation in the na- 
tional immunization days and to promote safe health practices. Television, radio 
and newspapers carry messages about immunizations, oral r jhydration and appro- 

Eriate infant feeding, all with the theme of ensuring strong and healthy Ecuadorean 
abies. 

A.I.D. is providing $4 million over a three-year perod for this national child sur- 
vival program in Ecuador. Thirty Peace Corps volunteers working in remote areas 
are also helping by encouraging mothers to nave their children immunized as well 
as by helping with the actual immunizations at the establishei '^ealth posts. 

EVOLVING AN IMMUNIZATION eTRATKQY FOR A.I.D. 

A.I.D. is fully involved and committed to a strateg)' to expand access to immuniza- 
tions. As we undertake this effort, we must deal with a numb? - of tr;hnical and 
strategic issues. For example, we are concerned that Uie call iniversal immuni- 
zation by 1990 may encourage unrealistic cprctations, espec .ly m those countries 
with very low coverage rates, a lack of basic infrastructur md deteriorating eco- 
nomic conditions. 



47 



44 

More importantly, while it is theoretically possible, with an all-out push through 
special 'Immunization davs" and a variety of high visability special eiforts to boost 
coverage rates significantly by 1990. we have to be concerned with what happens in 
1991 or 1992. Our goal must be to develop the sustained capacity to immunize chil- 
dren. 

We are giving careAil consideration to a number of strategic options through 
which we will target our immunization efforts in the years ahead. 

We are, for instance, considering the advantages of targeting immunization efforts 
on children under one year of age. This is the age group for which the immuniza- 
tion will ofler the greatest protection against childhood diseases. At later ages, 
many of the chidren may already have contracted theee illnesses. 

We may, as well, give greater emphasis in our immunization efforts to those vac- 
cines where coverage rates lag behind-^.g., measles and neonatal tetanus, although 
our goal will contine to be to build the capacity to deliver all the available vaccines 
ageinst the six childhood diseases. 

We will also continue our support for the development and/or improvement of 
vaccines which will make a signiflcant difference in health care delivery in the 
years ahead. In FY 1986, A.I.D. committed approximately $22 million to vaccine im- 
provements, including: 

A measles vaccine that can be given to infants as young as six months, when it 
could be administered simultaneously with the third DPT shot. The present measles 
vaccme will not "take'* untU nine months, by which time the child may already 
have been infected. 

A vaccine for whooping coush that eliminates the negative side effects that now 
discourage mothers from completing the DPT series. 

A genetically engineered oral vaccine for typhoid, which has become resistant to 
antibiotics m several parts of the developing world. Typhoid is responsible for a con- 
siderable number of deaths worldwide, with its greatest severity in adolescents. 

An oral vaccine for cholera, the most severe of the diarrheal diseases, which af- 
fects an estimated 20-24 million adults and children worldwide. 

A vaocine for rotavirus, the most common causo of diarrhea in the US as well as 
m the Third World; and 

Perhaps most promising of all, the development of protov.pe vaccines against ma- 
laria, which kills over 1 million children in Africa alone eacn year. 

Our research efforts are integral elements of our overall strategy to promote 
broader access to immunization* In addition to new and improve vaccines, our re- 
search IS focusing on improved means of diagnosing disease as well as improvements 
m immunization delivery. 

On the technical side, for instance, A.I.D. is supporting a number of improve- 
ments that could make vaccines easier to deliver to outmng communities. We are 
pviM particular attention to improving the heat stability of vaccines and other 
health commodities, m order to reduce dependence on a cold chain. One of the most 
exciting discoverioB in this field is Ezeject, a one-dose injectable developed and do- 
nated by Merck, Sharp, and Dohm— a U.S. drug company. 

Vacones packed in the Ezcject remain potent for three weeks without refrigera- 
tion, thus eliminating the last and most expensive step in the cdd chain. Further- 
more, when mass-produced, the Ezeject should cost only 8-^ cenU, one-third the 
price of a disposable syringe. The first 8,000 of these devices are presently being 
tested by nurses and community health workers in Guatemala's measles vaccination 
program; we are very optimistic about this simple kew technology. 

As for other aspects of our evolving immunization strategy, we will be focusing on 
selected countries where the host government and other donors alike are prepared 
to jom us in making the long-term commitment necessary to build the institutional 
capacity to deliver immunizations and other life-protecting interventions. 

Finally, we will be directing our technical advice and assistance to areas where 
we believe it will be most effective— among ^em training, surveillance and informa- 
tion systems, communications and marketing, research, planning, and financial 
analysis. 

In conclusion, I would like to emphasize that we are firm in our commitment tt 
expand access to immunizations in A.I.D.-assisted countries. We expect to see vastly 
unproved access to immunizations in the developing world in the years ahead, and 
we mtend to coninue to work toward that goal. 

As Preudent Reagan stated in a letter to the Secretary General Perez de Cuellar 
last month: 

"Ensuring that children are protected from the scourge of disease is an important 
part of our commitment to the future. . . . The children who are now being bom 
will inherit the world that we have created. This century has seen the development 
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of the tochnoIogiM which can offer protection from the diseases of childhood. The 
United States is pledged to do our pai*t ... so that the promise of protection offered 
by these technologies is part of our legacy for the future." 



Prepared Statement or Stephen C. Joseph. M.D., M.P.H.. Special Coordinator. 
Child Health and Survival, United Nations Children's Fund. New York, NY 

Mr. Chairman, thank you for the opportunity to appear before you today to 

S resent a statement concerning UNICEF's involvement in "UCI 1990" (Universal 
r.ildhood Immunization)— the effort to bring the benefits of immunization against 
the major communicable diseases of childhood to all the world's children by the 
start of the next decade. 

My name is Stephen Joseph; I am a pediatrician currently serving as UNICEF's 
Special Coordinator for Child Health ano Survival. 

Alongside our partners in the World Health Organization. UNICEF has been in- 
volved for the past decade in the Expanded Program of Immunization (EPI), a pro- 
gram that set the 1990 objective of universal child immunization against diphtheria, 
pertussis (whooping cough), tetanus, polio, measles, and tuberculosis. 

The work of ten years of EPI has yielded significant results. A few years ago the 
annual death toll among small children from the EPI diseases was well overo mil- 
lion; today it is between 8.5 and 4 million. Table 1 shows the latest estimates of 
deaths from tetanus, measles, and pertussis in the developing world. An equivalent 
number of young children are disabled annually: blind or deaf or mentally retarded 
from measles, paralyzed from polio, chronicallv ill with tuberculosis. The vaccine- 
preventable diseases are especially devastating in areas where acute malnutrition is 
prevalent. e.g.. in those areas of Africa for which this Committee has shown such 
concern. In most Africa and Asia, the vacdne-preventable diseases are responsible 
for as much as one*third of all infant and child deaths. 

Until about two years ago, the EPI concentrated mainly on developing the infra- 
structure of national immunization services: training the managers and field staff, 
developmg the logistics and "cold chain" to provide active vaccine at immunization 
sites, proyidmg the necessary equipment and supplies. Proffvess was steady but in- 
cremental, and the going remained especial^ tough in the leastdeveloped countries 
of Africa. If 60 percent of all children now receive at least one immunization, only a 
third complete their primary series of protection with DPT or polio, and the protec- 
tion rates for measles and for tetanus immunization via the mother are even less, as 
shown in Table 2. As impressive as that 60 percent first^ontact figure is. it became 
apparent that the 1990 objective was out of^ reach UNLESS some means of rapidly 
accelerating the program could be devised. 

Within the past two years that is exactly what has happened, and UNICEF is 
proud to be closelv associated with an acceleration of EPI programs in country after 
counter around the world that now makes the UCI goal of 1990 seem quite reach- 
able. Attachment A is a tentative list of countries that are participating in this ac- 
celeration, and additional countries will surely join this rapidly-expanding list Opti- 
mism IS such that in June of this year, the Secretary General of the United Nations 
sent a letter to all Heads of State asking their commitment to the Ua 1990 effort 
(Attachment B)»and m October over half the visiting Heads of State made explicit 
references to UQ in their addresses to the 40th General Assembly. 
J'Vhat has produced this ability to accelerate EPI programs around the globe? In 
brief, it is due to an extraordinary increase in our aoilities to employ techniques of 
social mobilization and apply them to immunization programs. These have involved 
the use of mass media and community action, ranging mm the engagement of na- 
tional-level political commitment and leverage, to the involvement of multiple sec- 
tore within government bureaucracies, to the enlisting of diverse groups in the pri- 
vate sector and general communitv, to the creation of effective demana for immuni- 
zation on the part of mothere and families themselves. This has reached the stage, 
or is at least rapidly reaching the stage, where the drive for Un^^ersal Child Immu- 
nization by 1990 is taking on the characteristics of a world movement— a global mo- 
bilizaticm of awareness and effort. This mobilization phenomenon— utiMng a vast 
array of available methods of communications, from state-of-the-art to village tech- 
nologv. is prodding the EPI acceleration with something that public health profes- 
sionals have otten reached for, but seldom achieved: the ability to transform health 
programs mto social movements. 

In 1985. this increased momentum has led to several tens of millions more chil- 
dren fully immunized than was the case in 1982 or 1983. In the _past year or two. 
more than a score of countries have massively accelerated their EPI efforts, most of 
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them with resultant large increases in the proportion of children fullv immunized. 
Twenty or perhaps forty, additional countries will undertake mi^or y?l accelera- 
tions in the next 12 to 18 months, among them the "giant*' countries of China, 
India, Indonesia, and Bangladesh. 

Signiflcant progress in accelerated EPI programs has been made in such countries 
as Brazil, Colomma, Nigeria, Burkina Faso, and El Salvador. Many additional coun- 
triee, are mobilizing for signillcant accelerations, or are already making major 
strides forward. Three examples of the latter category in Latin America are the Do- 
minican Republic, P^ru and Bolivia. Turkey is currently in the midst of a campaign 
effort that has reached, by preliminary estimate, 85 percent of its children on the 
first round. Country after country is scaling up. 

A most important feature of this global mobilization is the diversity of specific 
approaches, within an overall context of political and social mobilization. Colombia, 
Brazil and the Dominican Republic have emphasized "national immunization days" 
as a means to launch accelerated efiforts; Turkey and Burkina Faso have adopted 
campaign approaches that see each pulse of eirort extending over a week or a 
month. Nigeria s outstanding achievements are based on a centrifugal radiation of 
district EPI efforts involving multiple sectors. Many countries over the next year 
will be adopting combination approaches, with high visibility initial campaigns tied 
solidly to expansion of health/EPi infrastructures. 

Another feature of diversity in the great acceleration of the past year or so, espe- 
cially with regard to campaign-style approaches, involves single, multiple, or all-£PI 
antigen programs. The tradeoffs here are complex. Clearly a single-antigen cam- 
paign is not cost-effective coa.pa *9d to multir^le antigens; clear] v a slngle^ntigen ap* 
proach can lead to diversion of attention (and resources) from ither important anti- 
gens. We all know the very dangerous consequences of failure of a single-antigen 
measles campaign. But, on the other hand, a dramatic single-antigen polio campugn 
can mobilize political and mass public support, and Brazil and oth.?r co^jntries have 
shown how this can be a springboard to succeeding multiple-ant:^, n canipaigns. The 
Pan American Health Ormmization (PAHO) has dfioeen the goal of polio elimination 
as just such a springboard for EPI in the Hemisphere, while constantly stressing the 
need not to separate polio fh)m the rest of the program. 

One of the most important concerns underlying both the issue of "campaign 
versus infrastructure approach" and the issue of single versus multiple antigen 
campai^s is the concern over "sustainability"— long-term growth and follow-up of 
immunization efforts, and, derivative to that, of using EPI to foster broader primary 
health care activitiee. Here I think it can be argued that the experience of the past 
^0 yi»ars is an encouraging one. A number of countries, Brazil and the Dominican 
Republic being only two examples, have used single antigen (polio) campaigns as 
springboards to multiple^tntigen campaigns. A number of countries, El Salvador 
and Burkina Faso and Turkey being only three examples, have used the initial cam- 
Pw«n w a catalyst for realistic planning and action for expanded EPI infrastruc- 
ture. Other countries, Colombia being one outstanding example, have u^ed an EPI 
campaign as a firstitep toward the articulation and implementation of a broader 
acceleration of primary health care. 

In the past year we have learned much, and continue to learn at an accelerating 
rate, about the production, distribution and cost parameters of vaccines and supplies 
for this global acceleration. Tables 3 (Doses of Vaccines Supplied and Foreca&i to 
1990), and 4 {Ccst Summaries of Vaccines Supplied and Forecast to 1990) give an 
indication that UNICEF is beginning— indeedf is forced to— program our procure- 
ment and distribution logistics on a rapidly-changing global matrix. Our aoility to 
do this is improving rapidly. 

What are some of the specific lessons we are leaminif? We are confident that 
world vaccine production capacity can meet the acceleration demands— if properlv 
programmed with four to six months* lead-time regarding any individual country^s 
rogram requirements. We are increasingly sure of our estimates that external 
onor costs to reach the 1990 obiective aie in the range of $100 to 160 million annu- 
ally over the next 5 years, additional to what is now available— a modest and 
achievable requirement in relative terms. 

But there are also some difficult lessons being learned. One is that the production 
and distribution capacity of supplies and equipment other than vaccines could well 
produce serious bottlenecks in the next two years— particularlv with regard to cold 
chain equipment in the face of accelerated programs in the ''giant" countries. We 
are also learning that we badly need (all of us— multilaterals, bilaterals, countries, 
and private organizations) to take a more thorough and scholarly look at the recur- 
rent cost issues— short and long-term— for EPI and associated primary health care. 
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Neither donor nor recipient groupfl have as yet squarely faced the recurrent cost 
issues. 

In the area of mobilisation of donor resources, the past year has been a very posi- 
tive one. Many bilateral and private agencies have generously increased their con- 
tributions to EPI efforts, both through their own programs and through contribu- 
tions to UNICEF, WHO, UNDP, and World Bank activities, and the multilaterals 
themselves have increased their levels of effort. In addition to the United States 
Child Survival Fund, with which this Committee is very familiar, the Italian gov- 
ernment is providing $100 miUion to UNICEF for EPI and related Child Survival 
actions in 29 countries. In October, the Canadian government announced the avail- 
ability of $26 million for EPI activities in Commonwealth countries. Most notable in 
the non«govemmental sector is the Rotary Foundation's commitment to provide 
$120 million in their "Polio Plus*' program. With proposals for mobilizing increased 
contributions from the private as well as public sectors, I think we can be confident 
that our financial ofaijectivee are feasible-^though it will require vigorous and pro- 
longed effort. 

All such evidence as we have so far, points to some strong trends: 

Immunication coverage can be rapidly increased by accelerated programs; 

Morbidity and mortality from vaccme-preventable deaths are nearing a sharp 
break downward on the curve in many countries (polio is by far the most advanced 
by disease, and Latin America by region): 

Costs of national EPI programs are of the order of magnitude that can be borne 
by most countries, assistance will have to be continued well beyond 1990 to keep 
programs in place. 

World vaccine production and logistics are adequate to the task. The greatest de- 
mands will come in 1986 and 1987, as many countries "catch up" with their unvac- 
cinated under 5 year olds. 

Country management and training remain high-priority long^erm problems, but 
are ameimble to accelerated effort and innovative approaches; 

Political and social mobiliration can move EPI up to the top of the national 
health and social development agenda— at least for the short-term. 

Beyond these, our ability to take firm positions of lessons learned on the issues 
becomes rapidly more anecdotal and speculative. For how Ions (and through how 
many changes of national leadership) can high-level political support be main- 
tamed? To what extent can this mobilization always be translated into vigorous and 
determined program action? How can multiple sectors be brought fiilly^'in*', with- 
out Uie health sector (which will,.after all, carry the long-term program) feeling "in- 
vaded or 'left out'7 How can we assure that campaign efforts will strongthen, 
rather than undermine, long-term EPI infhurtxucture development? How can EPI 
itself nourish, and not starve by categorical diversion, broader Primary Health Care 
d^elopment? Above aU, wiU these accelerated efforts sustain? 

It IS far too early for anyone to answer these questions definitively, let alone with 
hard data. Our responses at this point must be necessarily anecdotal and impres- 
sionistic, although we can expect a flood of data over the next two vears. 

Nevertheless, the anecdotal and impressionistic data seem to Justify some addi- 
tional statements about lessons currently being learned: 

1. Evidence to date in perhaps twenty countries suggests that politkal and social 
mcribilization con be turned into effective accelerated program outcome. 

2. Campaign strategies seem to develop a "positive programming momentum," 
leading countries to invest significant resources in their own longe^term EPI devel- 
opment. A successful immunization campaign seems to engender both desire and 
confidence, and to translate into both more aggrasive performance by health minis- 
tnes and persistent consumer demand by communities. 

3. Immunization Campaign 'Srersus" EPI infrastructure development arguments 
are becoming less relevant We should, and can, keep our eye upon the apple of 
combined approaches; we should insist on having the best of both possible worlds. 
We should recognize that there are many roads to Rome, and that these "global" 
issues are always only worked out in county program solutions. 

Attachment C^-rWHO/UMCEF Joint GuulelMes /br Planning AcceUrated EPI 
Programf) is a first attempt bv the two agencies to balance these two program ele- 
ments; this effort will undoubtedly grow and change shape over time (and in differ- 
inf country contexts!), but we have made a start 

I am lees sanguine about the issue of single^tigen campaigns, especially where 
they may be most tempting— i.e., in those countries where Uie epidemiologic, politi- 
cal, or geographic contexts are least favorable to successf^ and sustained programs. 
I believe we must be very cautious here, lest we dissipate resources and effort, and 
lose credibility for the overall endeavor. Perhaps the single-antigen campaign has 
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Its place in the more favorable country conteart— where exteneion to multiple^nti- 
gens and Bustalned programming can occur relatively quickly and with high proba- 
bll ty of BUCcesB of both efforts; In those circumstances the political appeal of single- 
ant. een campaigns may be capitalized upon. 

I shall end. then, Mr. Chairman, by offering a deflnltlon of accelerated EPI pro- 
gramming. We are clearly on our way, rolling with the tide, and the events of the 
past year or so ought to help us All In the map of where we are headed, and how we 
want to get there. 

An accelerated EPI Country Program: 

1. Has as Its objective the availability of Immunization against the EPI Diseases 
for all children In the nation by 1990, 

2. Builds upon the foundation of the EPI Infrastructure that exists, 

5. Recognises that political and social mobilization are in virtually all cases neces- 
objecfi\^" to creating the energy and resources required to reach the 1990 

4. Bnlists all available communications and advocacy methods of stimulating con- 
sumer demand for immunization, 

^ 5. Employs whatever strategies for delivering services are applicable to the specif- 
ic national context, while attempting to maximize the respective advantages, and 
minimize the respective disadvantages, of campaign and infrastructure-development 
approaches, 

6. yiews campaigns as only a first acceleration of effort, never as a substitute for 
sustainable long-term-Immunization programs, and 

7. Views a long-term immunizatbn program as itself only a way-station on the 
road to primary health care. 

Mr. Chairman, UNICEF appreciates the attention that this Committee and the 
United States Congress is giving to the children of the developing world, in Africa 
ffi? ®*??where. A great opportunity lies before us, to protect those children against 
killer diseases which, though only a pale shadow in Western countries, wtill devas- 
tate malnourished and frequently-infected child populations. This protection can be 
delivered cheaply and effectively. We have set outselves 5 short years to reach our 
goal. With your help, and the help of others, it can be done. 

Thank you, Mr. Chairman. 

TABLE l.-DEVELOPING COUNTRY DEATHS FROM SELECTED VACCINE-PREVENTABLE DISEASES,^ 
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TABLE 2.-IMMUNIZATI0N COVERAGE AROUND 1983-Continued 
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43 
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* Wnl Asia totib Asia ffntof Iran. 

N.B. In som uuntrin DPT and Polio in given for 2 doses only and measles Is given alter 12 months. 



Source: UNICEFindWHOdaU. 

TABLE 3.-EPI VACCINES SUPPLIED BY UNICEF DURING 1982/84 AND ESTIMATED SUPPLY VOLUMES 

FOR 1985 THROUGH 1990 

[Unit: Millions of doses] 



year DPT H OT Measles Polio BOC ToUt 



1982 30.0 22.0 4.0 9.0 24.0 35.7 124.8 

1983 43.0 23.1 7.7 11.4 26.4 35.7 147.3 

1984 63.9 30.5 27.3 27.7 80.5 46.7 276.6 

1985 111.0 38.0 18.5 49.0 137.0 60.0 413.5 

1986 138.0 47.0 23.0 61.0 171.0 75.0 515.0 

1987 175.0 58.0 27.0 80.0 214.0 94.0 648.0 

1988 220.0 72.0 35.0 100.0 270.0 118.0 815.0 

1989 280.0 90.0 40.0 125.0 340.0 150.0 1,025.0 

1990 340.0 115.0 50.0 160.0 440.0 183.0 1,288.0 



N.B. The abm projectkm for 1986 ttiraugh 1990 ire test estimites and Hit)iec( to considerible changes in future. 
Source: UNICEF. 

TABLE 4.-C0ST SUMMARY OF VACCINES SUPPLIED AND FORECAST TO 1990 ' 

[U.S. dollars ii thousands] 

DPT n or Measles Polio BOG Total 



1982 actual 720 308 90 774 648 2,287 4,827 

1983 actual 817 289 134 855 514 1,965 4,576 

1984 actual 1,022 321 340 1,666 1.410 1,820 6.581 

1985 forecasted 1,776 399 261 3,381 2,946 4,440 13,203 

1986 forecasted 2,429 545 347 4,623 4,053 6,105 18,102 

1987 forecasted 3,395 737 448 6,680 5,564 8,413 25,237 

1988 forecasted 4,686 1,008 641 9,188 7,722 11,623 34,868 

1989 forecasted 6,552 1,386 804 12,625 10,710 16,245 48,322 

1990 forecasted 8.772 1,944 1,105 17,776 1 5.224 21,814 66,635 



*We are projecting a ID-fiercent yearly increase li cost of vaodne due to tntti expected capacity problens and exchange rate changei 
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AnACHMENT A.-COUNTRIES UNDERTAKING ACCELERATION OF EPI PROGRAMS » 



Prior Mt/or cunint 


Banned 




1914 ind phor I9gs 


1986 


1987+ 



Cotombia E) SatvaOor 

Brazil Equador 

Dominican Republic Peru 

Bolivia Haiti 

Nicaragua Paraguay 

Honduras 

Sri lanlia Ch'w 

Maldives India 

Ttiailand Ne(»l 

Pakistan 



Turkey 

Iraq 

Sudan 



Nigeria 

Burkina-Faso 



Senegal 

Somaria 

Zaire 

Ethkipia 

Uganda 

Ghana 



AMERICANS 

Mexico 
GuaUmala 



ASIA 

Bhutan 
Bangladesh 
IrKlonesia 
Burma 

MIDDIi EAST 

Jordan 
Syria 
Oman 
Egypt 

AFRICA 

Mauritania 
Djibouti 
Ganit}ia 
Kenya 

Guinea Bissau 
Equatorial Guinea 
Guinea 
Togo 
Benin 

Sierra Leone 

Central African Reput)lic 

Rwanda 



Yemen Arab Republic 
Democratic Yemen 



Angola 

Mozambique 

Botswana 

Congo-Brazzaville 

Madagascar 

Tanzania 



r«lJ5fJSi!Ii?5*jll'^^"^^ ^585. List m probably contaira ornissioftL Sora prMrims ire sub-rutional in extent. 

Country prognm do not mcefianiy meet Ihe deTmHions proposed In this piper, /teonal countries wlH no douS^ be added in 1986 and liSwid; 



ATTACHMENT B 

June 10, 1985. 

The SECRETARy-GENSRAL, 

Excellency, ^ we observe the 40th Anniversary of the founding of the United 
Nations, I should like to commend to your personal attention the contents of the 
enclosed resolution that was adopted unanimously by the UNICEF Executive Board 
at Its recently concluded session. 

The resolution articulates the possibility of achieving the goal of universal immu- 
ni2ation of y^uijg chUdren by 1990, through accelerated action in line with a goal 
already established by the World Health Assembly. The endeavor could result in 
saving the lives of several million children each year and in preventing a compara- 
ble number from Burrering permanent disabilities. 

^ Experience in several countries, some of which have doubled or even trebled their 
immunization rates in the recent past, has already shown that mobilizing a society's 
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V^}!^!f^Jlf^^^ rwponslblllty to to work with UNICEP to antot with tho lullin 
InltUUvf . Wf havt abo tmploywl an t pldt mlologtot from India u a Special CoMult- 
ant to Tha Taik Forot. 

Tht Talk Pont itaff raporU to Tht Tuk Porco rtpnaanUtlvM, and mttU with 
Uiam quartarly to revlaw afoncy aottvltlai. ooordlnaU (iitura itratagiaa, and taltct 
araai or ipadal priority. 

A look at Tho Tuk Foroo actlvltiM cannot bt toparatod from wmo of tho ovorall 
trtndi la tho fobal pragram. I will briofly raviow tho problom and cortain major 
trtnda. and than •ummariia Task Foroo actlvitUa and how thoy havo changMi. 

Nowto a partioularly propitious timo to roviow tho sUtus of tho world immuntoa- 
Uon oflbrt booauM wa hava Jut oencludad a mooting on thto subset In Cartagona, 
&^*!%i9" l4-16. Thto matting wu a follow-up to tho conforonoo hold In 

March 1M4 at Tha Rockofollar Gsntar In Ballsglo, Italy. 

Tho oonflmnoa in Cartagona focusod on currant progross In acoolorating and ox* 
pandiag childhood immunfiation programs, plans for mooting tho WHO IWM) objoc- 
Uvos for univtraal childhood immuniiation, and stratagios for using programs to 
build bottor primary hsalth<aro cystoma. 

Tho oonforinoo was attandod by mintotors of health and senior ropresenUtives 
(tJSLifS^^'^?^ countries; heads and technical experU frt>m WHO, UNICEP» 
yNPP ; The World Bank, and The Rockefeller FbundaUon; senior ropreoenUtlvee of 
eemal bilateral government agencies; and non-governmental organisations (NGOs) 
and represenutivea of The Task Faroe for Child Survival. 

n. iNmNATIONAL SmDUBNCB 

A. Thi />oMtm.-The siae of the gobal problem to hard to overstate. Some dto- 
eaesa, such u measlee, are eo ubiquitous that all children boiv^ in the world can 
expect to have measlee if thoy do not die of some other cause first, or if thpy have 
not been Immunised. But, in addition, a dtoease such u meaales to moro seven and 
caussa grsater mortality in chiklrtn sufhrlng from other probki^ks, including mal- 
nutriti on. For example, in West Africa, death ratea from measleo as high u 5-10 
percent have been recorded on many occaaions, and during times of famine, mortali- 
ty rates Moeedittg 26 percent hava Wi obeerved. It to estimated that 8H to 4 mU- 
Uon deaths still occur each year due to theee easily preventable immunixable dis- 



But death to not tha onW eoifc of theee dtoeassa. It to estimated that an addiUonal 
4 mUUon children ara crippled each year, many firom polio. Others suffer mental 
retardation or blindneai due to measlsa. The burden impoeed on society by long- 
^.5^ V^J^. ^ ^ illMases themselvee provUe an unneosssaiy barrier to Ufe 
QuaUty. Hedth, dtoasee an^ population hava complex interacUons. However, it to 
rV^r^^ ^ traditional dtoeaee burden in Third World oountriee heavily involves 
infectious di ssasss, malnutrition and ixmulation prsasuim While malnutrition 
makes many infoctious dtoaaasa worse, it to atoo clear that repeated infoctious dto- 
easeo. Inclttdina measles and diarrheal dtoeassa, in turn, contribute to malnutrition, 
both by raqulite^^ and atoo because of the losa of 

Miories throui^ diarrhea and the restricted intake of calories because of illness. By 
the eame token* populatkm preesursa often faciUUte dtoease transmtosion or impair 
saniution, making infoctiotts dtoeassa worss. 

The parsdox to that inereeainf childhood mortality does not lead to reductions in 
populations praanrss; indeed, the convaiae appears to be true. The highest net in- 
craaeee in Mpdation are now eeen in the countries with the highest infant and 
child mortality ratee. (Figuree I) 

Death control appMua to be an important ingredient in birth control and must be 
pursued vigorously. Ideally, maximum asstotance should be given to countries to 
reduce unneoasaary deaths, to reduce unneoeesary illness, and to provide knowledge 
^t and supplies for familv planning. If children are saved from a measles death 
7"^!^ ^ something atoef That to an argument advocated by some who 
doubt the wtodpm of immuntoaUon programs. The answera ara far from complata, 
but it to clear that 

1. Much eripplina can be reduced; 

2. Net all S|NMed from vaccine preventable dtoeasss will succumb to other child- 
hood dissasee; 

8. CUIdran dving of measles never have the luxury of teeting their eurvivabUify 
from other conditions; and 

4. The remarkable increase in life expectancy thto century in the United States 
(over 25 additkmal yean at birth) to the result of one advance after another cumu- 
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latlng to an additional quarter century of life. The infants spared did not necessari- 
ly die in childhood of other diseases. 

B. N$w!ni9mti in ImmuniMationi,^\n the past 18 months, the world has seen an 
unparalleled development of interest in immunisations. More countries are now de- 
veloping national immunisation programs, and international agencies are increas- 
ing their investment in these activities. Groups such as Rotary International have 
entered the immunisation arena, and basic scientists have been challenged with a 
new array of tools to provide a facelift to current vaccines and to develop new vac- 
cines unexpected a decade ago. 

C. Ohbal CoordinaHon,-^ most significant trend of the global immunization pro- 
grwn in the past 18 months, has been an improvement in the degree of coordination 
which is now being achieved globally. This defies conventional expectations of a pro- 
gram which is growing in interest, with increasing numbers of donors and partici- 
panU and an increase in resources. Despite what would ordinarily be fragmenting 
influencM, there has been unification of the global effort, including increasing ef- 
forts by WHO and UNICEF to standardize vaccine procurement, program planning 
and execution. Indeed, these two organizations have now combined their efiforts to 
produce a single publication, "Planning Principles for Accelerated Immunization 
Activities. 

interest have come new resources unpredicted at 
the Bellagio I' immunizaUon meeting in March 1984. Some of the most important 
resources are poliUcal. When President Betancur of Ck)lombia immunized a child on 
television in order to inaugurate the special immunization days the political re- 
source which accrued was incalculable. Around the world, political leaders are 
t«wng a new interest in providing immunization programs for their citizens. This 
month, India will launch a naUonal program on the birthday of Indira Gandhi. The 
program has been designated a living memorial to her. The social norm is respon- 
sive to poliUcal leaders who invest their interest in immunization acUvities, and 
tn^ are now engaging in promoting immunization in a way not seen since the early 
days of polio vaccine 80 years ago, or smallpox eradication 10 to 16 years ago. 

Many of the resources are material. At ^Bellagio I" it was esUmated that univer- 
sd immunizaUon would cost at least $1 billion per year, requiring $800 million in 
external support within a few years. Eighteen months ago, it was not clear that 
^uAl?^^}fl'^^ possible. The commitment of Rotaiy International to pro- 
vide $120 million worth of vaccine over the next two decades has been a catalyst 
that provides ripples far beyond that one commitment. 

contribuUon of the Government of Italy of $100 million to 
UNIGEF for immunizaUon programs, as weU as the increased resources now being 
provided by USAID not only to develop immunizaUon tools, but also to deliver im- 
munization programs, reflect a spectrum of new activities by the bilateral agencies. 
The proDosed grant ter the Inter-American Development Bank to the Pan American 
HealUi OrganizaUon (PAHO) for polio eradication, and the interest by private indus- 
try which was obvious at a Salk InsUtute meeUng in March 1986, are indicaUons 
that the resource reauirements outlined at "Bellafijo F' for global immunization are 
fast becoming possible. Canada has announced a contribuUon of $25 million for im- 
munization in commonwealth countries. While resources constituted the number 
one obstacle to dobal immunizaUon 18 months ago, that is no longer the case. This 
m^or chai^ reflects the fact that the world is no longer willing to accept that chil- 
dren should suffer fh)m polio or die from measles or tetanus. The m^cr barriers to 
immunization now are the development of country programs to tsdie advantage of 
the available resources and the mobilizaUon of managerkl skills to effectivelydeliv- 
er immunizaUons. 

E. Strategies and 2Vic<«».-The increase in resources, the increase in interest, and 
the enthusiasm to progress rapidly have improved the climate for innovation and 
ffpenmentaUon with new strategies and tacUcs. The decision of the Pan American 
Health OrganizaUon (PAHO) to eradicate polio from this hemisphere by 1990 is an 
example of this innovaUon. PAHO has selected a clear, precise and achievable to 
ctoecUve, but they have also made it clear that polio immunizaUon will always be 
linked to other WHO Expanded Programme on InununizaUon (EPI) efTorts whether 
in an ongoing maintenance program or in special immunizaUon days. By tying polio 
to Uie remainder of the imm u n izaUon program and by choosing a goal « polk) 
eradicaUon, P^O has developed a very potent strategy of having polio eradicaUon, 
well understood and accepted, be the moving force for improvement in the enUre 
EPI program. Another example is seen in the creaUve use of immunization days, 
not as a subsUtute for an ending immunizaUon program, but as a way of providing 
concentrated health education, aoldifying political support, capitalizing on volunteer 
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effort, and unifying forces within a country in order to catalyze the ongoing immun- 
ication effort 

The creation of the Task Force and the activities of The Tasii Force are a reflec- 
tion of the new interest that has developed in immunization, rather than a cause of 
that biterest The most important role played by The Task Force in the past 18 
months might well be that it has provided a structure for quarterly meetings of the 
U.N. agencies and, thereby, fostered cooperation, quick reporting of activities, and a 
rapid coordinated change in direction of all agencies, when indicated. 

This has allowed flexibility in program direction and the use of resources. The 
unparalleled expansion of interest and resources in the past 18 months, and particu- 
larly in the last 12 months, has been well served by this type of flexibility. 

F. The Respoim^^The current response to the global need for immunization is 
laudable in terms of the number of agencies involved and the rapid increase in ac- 
tivities. The World Health Organization has pioneered programs throughout the 
world. The mi^oritv of countries in the world have some immunization activities. 
UNICEF has greatly stengthened its capacity to promote immunization, and has 
targeted immunizations as one of the programs in its "child survival'^ strat^. 

Last month, in celebration of the 40th birthday of the United Nations, many 
heads of state pledged their support to childhood immunization, setting a moral and 
political foundation for the goal of universal access to immunization by 1990. 

Bilateral immunization activitiee are sponsored by many countries, and founda- 
tions, voluntary agenciee and service organizations are increasingly selecting immu- 
nization as a key activity. Despite the great increase in interest, the percentage of 
children in Third World countries receiving a 3rd dose of DTP is only about 40 per- 
cent of all children needing immunizations. While we can take comfort in the rapid 
increase in coverage from 10 percent or less to approximately 40 percent, the ines- 
capable fact is that most of the children of the world are still not protected by these 
technological marvela. 

The lastest flpres show that 98 percent of U.S. chUdren are immunized. It is this 
success in the domestic program which provides hope for improved global coverage. 

0. Bomen.— Current abilities and enerience indicate there is much more that 
could be done to improve immunization levela. In addition, there are barriers that, 
if surmounted, could facilitate the process. These barriers can be classifled under 
the general headings of "engineexing," "biotechnical," and "operaUonal.'* 

Some problems appear to be stnughtforward enc^eering questions. If sufficient 
interest and resources were develoiwd, answers could be expected in a relatively 
short-time period. For example, how do we improve and simpliiy the "cold chain, 
that is, the mtem that keeps vaccine cold from the time of manufacture through 
shipment and distribution until actually injected into a child under village condi- 
tions. It includes improvements in insulation material, power sources, devices for re- 
cording temperature, etc. Another engineering problem is the need for a simplified 
method of injecting vaccine. Answers could range from an inexpensive single-dose 
mspoeable needle and syringe to simplified jet ii^ectors uaefiil under field condi- 
tions. 

Biotechnical barriers include the need to develop vaccines with more stability, 
ideally requiring no refrigeration at all. If the cold chain could be totally eliminat- 
ed, operations would be greatly simplified. Improved vaccines that are not only 
more stable, but more potent, requiring fewer doses, and smaller quantities— vac- 
ernes with fewer adverse reactions— vaccines that could be combined physkally-* 
and vaccines that could be given earlier in life should be developed. 

Operational barriers include the need for simplified surveillance systems, discov- 
enng what is needed to insure better compliance, better healUi education tech- 
nimies, improved evaluation, simplified managerial programs, etc. 

H. What Needs to be Done? A global structure is now in place to maximize collabo- 
ration of the U.N. agencies. Continuing efforts must be made to increase cooperative 
global activities not only of U.N. agencies, but bilateral government groups, volun- 
tary agencies, service groups, etc. 

More resources are still needed, but of even more importance now would be the 
availability of skilled managerial and field assistance. 

While we are pleased 1^ ^e prospects of new vaccine possibilities— malaria, lepro- 
sy, hepatitis A, rotovirus, herpes, etc.— an all<out efTort must be made to increase 
field, operational and applied research to overcome the many barriers currently im- 
peding the program. The 1990 objectives will be most influenced by our ability to 
improve on current delivery systems and improvement in reaching the children not 
now utilizing the immunization program. 
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III. SUMMARY 

In summaryt while much still needs to be done to reach over one-half of the chil- 
dren of developing countries, great comfort can be taken in the speed of develop- 
ments in the past 18 months. Coverage figures have improved from 10 percent to 40 
percent of children now receiving a third dose of DTP, and WHO now estimates 60 
percent of children receive at least one dose of some type of vaccine. If interest and 
resources are continued, it now seems possible to have immunisations available to 
all children of the world by 1990. 

The United States has the opportunity to help catalyze a global effort to protect 
the children of this world. A response, in the spirit of the Marshall Plan, could have 
a decisive impact on the fUture of the world, promote medicine as an instrument of 
peace, and help Americans identfy as global citizens. 

Mr. Chainnan, this concludes my formal statement on the activities of the Task 
Force on Child Survival. I have attached for your information a summary of CDC 
activities in support of international immunization efforts, since you have also ex- 
pressed interest in CDC's work in this area. I would be happy to answer your ques- 
tions. 
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FIG. X- RELflTIONSHIP BETHEEN WM MORTALITY RATES (I9B2) 
AND AVERRGE ANNUAL GRONTH (1970-1962) FOR 118 COUNTRIES 
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Cbntirb for D18EA8B Control Support op International Immunization—Child 

Survival Acnvmcs 

The Centers for DiBOOBe Control (CDC) continues to provide both short-term and 
long-term technical assistance internationally in support of the Expanded Program 
on Immunization (EPI) activities. The EPI is the WHOsupported program whose 
goal is to provide immunizations for all children of the world by 1990, with special 

Eriority given to those in developing countries. It was first endorsed by the World 
[ealth assembly in 1974, entered its active phase in 1977, and now counts more 
than 100 developing countries as participants. 

Requests for assistance are generallv received by CDC's International Health Pro- 
gram Ofllce which serves as a focus for coordination. Requests are received from a 
variety of sources including the U.S. Agency for International Development 
(USAID) in Washington, USAlD Missions abroad acting on their own initiative or at 
the request of the host country's ministry of health, and from international organi- 
zations which include member agencies of the United Nations family such as Uie 
World Health Organization and UNICEF. It is in our national interest to promote 
and assist aggressive immunization efforts abroad, not only because it is the appro- 
priate humanitarian response to an international situation, but also to protect our 
citizens from exposure abroad and the potential for importation of disease into this 
country. 

/. Short-Term Aaaistance to EPI 

Short-term assistance by CDC to EPI activities is provided in response to a variety 
of requests ranging from: program planning and development, assessment of current 
program performance ana service delivery levels, program management, develop- 
ment, ana/or coordination of training eftorts, assistance in program implementa- 
tion, participation in periodic evaluation of established programs, epidemiologic con- 
sultation m efforts to establish EPI-taraet disease surveillance systems or to mvesti- 
gate and control EPI-target disease outbreaks. 

Short-term assistance in provided primarily by either CDC Public Health Advi- 
sors, Medical Epidemiologists, or both. Details of personnel for direct technical as- 
sistance generaUy range in duration from 2 weeks to 3 months. 

Some examples of short-term technical assistance in support of immunization- 
child survival activities include: 

3-month assignment of Public Health Advisors to UNICEF to develop mass immu- 
nization campaign for Burkina Faso. 

3-month assignment of Public Health Advisors of the Ministry of Health, India, at 
USAID request to develop measles immunization pilot programs in two States. 

5-week assignment of Medical Epidemiologist to Chad at USAID request to pre- 
pare detailed plan of development and implementation of newly initiated immuniza- 
tion program activities. 

2-week assignment of Public Health Advisor to WHO Southeast Asia Regional 
Office to refine coverage evaluation and survey procedures. 

//. Long-Term Technical Assistance to EPI 

A. The Combatting Childhood Communicable Diseases (CCCD program is an AID- 
funded effort to strengthen African health delivery systems to reduce childhood 
mortality, disability, and morbidity through improved prevention and control of 
childhood infectious diseases. The project was authorized in late 1981, and AID is 
providing $47,000,000 over an 8-year period. 

The project has three implementing agencies; Centers of Disease Control (CDC) 
which has been actively involved in the project since its inception and primarily re- 
roonsible for managing the technical elements of the project carried out thus far; 
WHO/ African Regional Office whose involvement is increasing with the January 
1986 signing of a grant-agreement with AID, to carry out interoountry training and 
strengthen the health information system (HIS) to support the other elements of the 
CCCD project; and the Peace Corps which provides technical cooperation in health 
education. 

(leneral priorities for CCCD were established through an assessment of epidemio- 
logic importance, technical and logistical feasibility, and cost effectiveness and dis- 
cussion with African Ministries of Health and the WHO Regional Office for Africa 
(WHO/ AFRO) and include the diseases preventable by immunization (measles, per- 
tussis (whooping cough), neonatal tetanus, poliomyelitis» diphtheria» and childhood 
tuberculosis). 

B. CDC has provided technical support to AID-fUnded assistance with the Indone- 
sia Expanded rrogram on Immunization since 1980 with the assignment of two 
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loM-term MnsultanU in Indonesia: an pidemiologist, whose assignment concluded 
in 1»84, and an operations officer who will serve with the project through 1987. Nu- 
merous short-term CDC consultants have provided specialized input into the project 
at the request of USAID and the Cknremment of Indonesia. 

^ik?^^''^!^^ AssignmenU to WHO and UNICEF.-In addition to CDC assistance 
iT.wAJSlS''^?®* ^PfTJK^^Mf**.^ ^ long-term ass^menU to WHO and 
UNICTF. A medical Epidemiologist was assigned to Geneva headquarters of WHO 
to initiate the organisation's Eipanded Program on Immunization Office and has 
remained as the Director of that effort. 

A second CDCMedical Epidemioloi^ was assigned in 1984 to WHO's South East 
Mb Regional Ofnoe to provided periodic technicfd assistance on the development of 
^^P'^^CS^^n? ^*J^ surveUlance within the 12 countries of the region. 

Two CDC PubUc Health Advisors have been assigned to UNICEF to assist with 
Immunization Activities in Senegal and Nigeria. 

ni Training A9$i8tance 

Before the WHO EPI program was established, most countries wera already con- 
ducting some i mm u ni zation activities. These differed firom one counby to another 
according to the national immunization policy and practices and the availability of 
resources. Training of health personnel was often limited to teaching physicians and 
nurses how to recognize the disease of concern and carry out the correct injection 
procedim. The planning, management, and evaluation of immunization programs 
received little or no attention. 

It was clear, however, that the key to achieving high immunization coverage was 
to impart managerial skills to those dealing with at the different levels of the 
health structure. Thus emphasis in training courses wasplaoed on planning, man- 
agement, implementation, and evaluation of national EPi piograms. It was also 
clear that peripheral health workers were responsible not on^ for carrying out im- 
muniaUons but also fbr other primaiy health care activities. The traming course 
organized for th^ CBtmry or worker was therefore combined with training on other 
health subiects. In addition, it was stressed that the help of individuals other than 
those involved in the health sector should be enlisted for the promotion of immuni- 
zation activities. 

Thus training policy shifted firom the sole use of formal lectures for the education 
of personnel to trabfeg in all aspects of organizing a national EPI prx)gram by self- 
leanung methods. CDCs Center for Professional Development and Training devel- 
oped a semoMevel and mid-level module for training courses for WHO to meet this 
need. 

TTie EPI Training Course for Seniorlevel Health Personnel is designed for senior 
health personnel, those who are in charge of formulating national policies, and de- 
signing prtwrams to implement them. Apart from training participants in policy 
makiiig and management skills, it also serves as an excellent opportunity to pro- 
mote ttie EPI program and to establish contacts with EPI "focal points** in coun- 
tnes. Normally, this course is carried out as an inte^nBgional activity. Approximate- 
ly 50 of these courses have been held, providing training to over 1,600 senior person- 
nel from nearly every country in the world 

TTie EPI Training Course for Mid-level Health Personnel consists of a series of 
modules to mpart fee managerial, logistic, and technical skills necessary for carry- 
ing out a national EPI program. It is'normally conducted at the national level, or in 
larger countries at the provincial level, but may also be converted into an inte^ 
country course, ms cmirse has been presentrd over 400 times, covering most of the 
world with nearly 16,000 participants. 

In most countries, WHO collaborates closely with UNICEF in organizing and fi- 
nancm: these courses. Many of the courses are combined with training in other 
health programs such as diarrheal disease control, nutrition, maternal and child 
health, breastfeeding, and environmental health. 

Five long-term international field epidemiology training programs (Thailand, 
Taiwan, ^udi Arabia, Indonesia, and Mexico) have been initiated with CDC collabo- 
ration and support Although not directly tied to child survival and immunization 
activities, the field epidemiokigiste developed in these pixigrams have had major 
rolee m immunization action in their respective areas. 

IV. Assistance in Vaoiine Trials 

CDC is involved in a number of activities related to improving vaccines. Following 
are some examples. 

The DMjoritar of pertussis vaccines used in the world today are prepared from 
wnole cells of Bordetolla pertussis. Although the use of these vaccines has produced 
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a maked reduction the incidence and seventy of thia disease, they have also been 
associated with local and systemic adverse reactions which have resulted in dramat- 
ic decreases in pertussis immunizations followed by increases in pertusids morbidity 
and mortality in some countries. Attempts to prepare improved pertussis containing 
vaccines have a long historv, spanning over 40 years and have Involved studies by 
many investlratorB and manufacturers both in the United States and abroad. CDC 
and other U.S. Public Health Service agencies are participating in the planning and 
design of a large clinical eflicaffl^ trial of acellular pertussis vaccines schedule to 
begin in Sweden in early 1986. The products used are expected to demonstrate im- 
proved safety over the currently avaUable whole cell vaccines and to produce equal 
or greater efncacy. If successful, results from this trial will lead to the production of 
a new generation of safer vaccinae with wider acceptance among populations in 
need of protection against pertussis. 

CDC has also iponsored a large clinical trial of the improved more potent inacti- 
vated polio vaccine (IPV). The triil was conducted in 2-month*old children, half of 
whom received live oral polio vaccine (OPV) and half the improved IPV* Results 
from this trial confirm earlier studies demonstrating that the improved IPV can be 
relied upon to provide serologic evidence of protection in essentially all vaccines fol- 
lowing two doses administered at an early age. Use of this product may increase in 
countries experiencing problems with either the safety or efncacy of currently avail- 
able OPV. 

In addition, CDC is involved in the farther evaluation of a measles human diploid 
cell vaccine which has shown promising evidence of higher seroconversion than the 
current chicks in embryo vaccine in children immunized under 9 monUis of age. A 
clinical trial to fUlly evaluate this product is being planned. If successful, the avail- 
ability of a vaccine which can protest young infants can be expected to have a mcjor 
impact in reducing morbidity and mortality among highly vulnerable infants living 
in areas of high endemicity. 

CDC has recently agreed to assist India in the establishment of a vaccine-prevent- 
able disease study center which would be used to clarify and to facilitate the evalua- 
tion of new vaccines of mutual beneflt to the U.S., India, and other countries. 
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World Immunization News 



November 1965 



Vol. I, No. 1 




Proteedngdie World*! 
Children/Caitagcnm 

On October 14-16, 1965, tpprox* 
imately 90 world tciden and publk 
health eitpeftinwt In Cinagmi, Col* 
ombia, to coculdcr a globtl efVbR to 
protm the workl*i children from 
viccine«|>reventable diieaiea. The 
meeting wu a fbHow-up to the con* 
ference held in March 1984 at the 
Rockefeller Center in Bellagto, Italy. 

The Colombian conference fociued 
on current progreai in accelerating 
and expanding childhood Immunln* 
tion programa, plana for meeting the 
WHO 1990objectivc8 for universal 
childhood immunliation« and •tra' 
tcgica for using progranu to build 
better pdmary httlth-care systema. 

The conference wu ittcnded by mln* 
latere of health and lenior rcpreaen* 
latlvea (ram tendevdopii^oountrlca; 
hcada and technical cxperta from the 
WHO,UNICEF.UNDP,TT»World 
Bank, and Tlie Rockefeller Founda- 
tiont icnior repfcacntatlvei of icveral 
failatefal govenuncnt agmda; NOOa; 
and icptoentiilvcaofThc Talk Force 
For Child Survival 

Next month, WIN will summarlfc 
the conference ipeechei (aee Agenda, 
p. 4). In a future iaauc of WIN, we 
will alao publlah Information on how 
to obtiin copies of the conference 
proceedlngi and the reponi pre- 
sented by dcvebplng countries. 



What b World Immunlxarion Newi? 

World Immunlntion News (WIN) international levels. It will also con- 



Is a newsletter published by The Task 
Force For Child Survival to keep the 
many people engsged in inununlntion 
efforts around the world abreast of 
thelateatdevelopmcnts. Information 
contained in the newsletter will come 
ftom intenntloctal orguiintlons, such 
as the sponsors of The Task Force, 
notHlovcmtnent organltatlons, and 
country program actlvitiea, as well as 
Individual program operators snd 
scientific investigators In the field. 

WIN will contain Information about 
program opcrattona and develop- 
ments at the national, regional and 



tain information about basic and 
ipplied research ind other technical 
and scientific developments in the 
field of immunlation. 

WIN is not intended to replace any 
exiiting inatiniticnal newaletters or 
publicatlona. It ii intended to provide 
a means for people working in the 
Held of immunlution to exchange 
Infbrmatton and keep each other 
Informed ... to be s means of Im- 
proving conununication across or- 
fsnixational and Inatitutional lines, 
as the immunintlon effort in the 
world accelerates. 



InThil Isiue 

• Protecting the World's Childrcn/Ctmgerui 

• PAHO Vows Hemisphere PoUo-Free by 1990 

• ColombU: Successful Mobilization for Immunization 

• Pitin: A National Symbol for Immunization in 
ColombU 

• The Task Force Foe Child Survivil 

• A Letter on Universal Immunization of Children 
<TOm U.N. Secretary General Perez de Cuellar 

• U.N. E)eclaration Regarding Universal Child 
Immunization by 1990 

• Agenda from the Cartagena Conference 

• Ciiotable Quotes from the Carugena Conference 

• Dr. John Evanst Cartagena Conference Highlights 

• Canada Pledges over $25 Million for Immuniiation 
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World ImmunlntkMt N«wi 



Ncmmbtt 1905 



PAHOVowl 
: Hemliphere Will Be 
Free of Pbllo by 1990 

On Miy 14. 1965. Dr. Ctrlylc Oucm 
de Maccdo, Director of the Pin 
Americin Hcilth Orginlittlon 
(PAHO), innounccd the objeaive 
of I pollo*frre Western Hemliphere 
by 1990. The innounoemcnt fol> 
lowed I review by PAHO of the 
recent hUtory of poUo control effbrti 
in the Hemliphere ind the rccomrocn* 
datloni of in id hoc idvliory com* 
mlttec. 

Polio crtdicitlon will be intlmitety 
iifoclited with lit tipccti of the Ex* 
pindcd Progrim on Immunintlon 
(EPI). In bod) onioing maintenince 
programs tnd ipedil Immunlntlon 
dayi. It U recommended that poUo 
ncdne alwiyi be given In combini* 
tton with other EPI Immuntatlons. 
In this wiy, the goal of polio ert> 
dlcacion will contribute to the 1990 
EPI objcctlvet ind the genml im> 
provemenr of primary heslth care. 

The flve-year program will require 
an additional $9 million per year — 
or $45 million more by 1990. Re* 
qucsli by PAHO for additional funds 
are currently being conildercd by 
Roriry Inrernarlonal, the Inrer- 
American Developmenr Bank. 
USAID. and UNICEF. 
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Colombia) Succettful 
Moblliudon for 
Immuniution 

In 1 983. Colombia reported 69 caiei 
ofpohc 319 esses of neonstal tet- 
anus, over 5.000 cases of pertussis 
and over 1 3.000 casea of meailetl 
LcM than 90% of children hid re- 
ceived Immunintloni against these 
diseases. To halt luch itatlstlcs. the 
country embarked on a bold plan to 
riiie immuniution levels by 50% 
during the second half of 1984. 

The Ministry of Health orpnlicd a 
Technical Committee and sn id hoc 
committee In April 1964 to plin a 
National Viccinstlon Cruaide to de- 
liver DTP, poUo. and measles vscdnct 
on three kpedal days In June. July 
and Augvistof 1984. Subcommittees 

Colombia is continuing 
to provide lessona on 
vaccination for all 
countries to consider. 

were developed to organlie admln- 
istntfcin. VKClne. Information, com- 
munications, community support and 
loglstlca. Twelve regional managers 
provided liaUon between the Sec- 
tional Health Serviceaand the Com- 
mittee. 

On each of the three days of the 
Crusade, Prcsklenr Betancur inaugur- 
ated the vBcdnitlon day by personally 
Immunliing a child it the Presidential 
Falice. An unusual participation of 
both public and private sectors fol- 
lowed. Minlitrleaof State. Educatkm. 
Communlcttloni. DcfenK and the 
like joined church groupa. the Red 
Cross, Boy Scouts and odteratopro* 
vkle a national movement. The Inter* 
narlonil community psrrlclpated 
through WHO/PAHO, UNICEF, 
and UNDP. £1 Tt'mpo, t leading 
newspaper, and Caracol. rhe major 
radio broadcasting network, pro- 




Pmtdtni BellHrio Bstsncur CmrtM optned 
the mttttni "Protfctlnt the World'* Child* 
Tffi^Cirtmw." October 11 1W5. 

vlded publicity, health education and 
a feeling of national Involvement In 
the campaign. The image of Pltin waa 
widely used to promc . c the ampaign 
(ace telsted story, p. 3). 

By the end of the third special immu- 
niution day. coverage rates were 
reported ro be over 72% for polio 
and DTPand 75% for meailes In the 
undeT'four age group. The objective 
had been reached. 

Evaluations will continue to deter* 
mine rhe strengths and rhe weak* 
nesies of luch special immuniution 
days. Whll« it is recognlied that such 
cffortt could detract from ongoing 
Immuniution malntniance programs, 
they do have many beneflti. Not 
only does rhe political commitment 
of the Head of Stare Impru rhe 
auctrsB of the Immuniution program 
but It also strengthens the entire 
public health service. Special days 
provide unique opportunities to mo- 
btltie a targe cross section of the 
population and to provide concen* 
trared health education. But they 
also change rhe social norm for im* 
muntudona and provide tnanyvolun* 
teers with the knowledge diat they 
are improving rhe quality of life of 
their society. Cobmbia la continuing 
fo provide lessons for all countries to 
consider. 
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World Immuntoition firm 



Pidnt A National 
Symbol for 
. Immunixation in 
Colombia 

The hctlthy, hippy child you ice 
dtplctid In tK< cinoon below miy 
be unfimilUr to yout but In Colom- 
bii, he'i fimout. Called "Pitin," he'i 
the lytnbol of i hctlthy child and 
thus, the Nidonil Vicdnitlon Cru- 
itde. 

The flgure wu produced in January 
1985 byOrlandrPrletoandMclba 
Rodriguei of the publicity agency 
Traio Ltd. The inuge wia idoptedai 
the lymbol of the fint National 
Viccinition Criuade in April. The 
aame moniht he was named Pltin u 
the retult of a national campaign 
orginUcd l?y the Cancel Radio Net- 
work and El Timpo newtpaper, A 
child from Call, Juan Rincon, lug- 
gHted the winning name- 
Moor of the printed and video heakh 
education tnateriab produced i n Col- 
ombia UK thia flguiei which there 
appears in bright, primary colors. 

The UK of Pltln by newipapen and 
tcleviaion during the vaccination 
campaign was ao lucccuAil that the 
image of Pitinhu now been adopted 
as the lymbol of the National Child 
Survival and Development Plan, in- 
itiated in januaiy 1985. 



Utter From The SccretaryOeneral of the United Nitioni 
To Hetda of State Concerning Unlverul Immunliatlon of 
Young Children by 1990 




r 



Thf SfcmirV-OeiVfTil 

lOJune 198) 

Eicdlmcy, 

Ai w« ohierve (he 40th Annlvrriiry of (he founJini of the 
Unlied Niilona. I ihoulJ like to uimmrnd Ui your prruinil 
tnenilon the coniemi of (he encloMd rr«nlutUin ihii wii 
•dopied unanlmouilv by (he UNICEF EiKuiive BotrJ ■( In 
rcctnlly concluded tcMlon. 

TTwrcioMton irtlculiin (he powiblllty nf ichlevlnRiheaotl 
of unlvmil Immunliiilon of younR chltdrm by 1990, ihrnuflh 
Kcelcrtred icdon in line wKh t f{nil tiretdy nitbliihed by (he 
World Health Auembly. The endetvour could result in living 
rb< llmof KvcrtlmlUlpn children eich yeir ind In prcvrntlnRi 
compinble number from lufferina pcrrainent dIubllltiM, 

Eiperlencr In icvttil countrln. lome of which hive doubled 
or even trebled their Immunlurlon ritn In the recent pail, hii 
tiretdy ihown thit moblllitng t toclety'i ontinlutlonit tnd 
coffimunktrioni niourcci In luppon of in effective nitionil 
Immunlutlonpfogfimmecinhivethemottftr'reichlnicumul' 
ttlve effect. In pirtlcular. It ctn lend momentum to other 
prlmiry hMlih cire ipprtMchet u lupported by WHO ind 
UMICEF. While much work remtlni to be done before the lotli 
of th« rttolutlon ire fltully tchlfved> I im convinced thtt their 
mfflrmitlon In 198) could hivri ilgnlflcintty poiltlve effect 
ind I itttch I brief btckround piper ihit elabontn thli polm. 

With thnr conilderttloni In mind 1 ihould lllie to expreu my 
hope* Eicellency. ihit under your pcnonal luldance your 
Ocvrmment will reifflrni In commitment to these objective! In 
In ttitementi during the 4Cth lettlon of the Oertertl Auembly 
which will he held lntr this yeir. I tm convinced thit your 
tetdenhlp. In corKrrt with thit of other hetdi of government, 
would idvince thcw moit Imporunt effortifor the wtll'being of 
our chlldten tnd the future of the «rorld. 

Plettc KcePt. Eicellency. the tMUtincei of my hlgheit 
coiuldetitlon. 

Jivirr Pe'm de CucUtr 



United Nitlont Declintion-October 25, 1985 
"The respective Ooveramc*nts, through Heads of State 
and representatives asscmbt^l in the City of New York 
on the occasion of the Fortieth Anniversary of the 
Charter of the United Ns.ions, have agreed that the 
safety and welfare of children is an Investment in the 
future of all mankind, and have called for the full 
implementation of the worldwide programme of universal 
chiU immunization by 1990." 

— Secretary General Pe'rcz de Cucllar 
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World ImmutOMilon Ntwi 



The Tuk Force For Child Survival 



Mirch I9B4, (hlrty-four world 
letdere ptrtlclpttcd In ■ conference 
iponiored by The Rockefeller Foun* 
daHon in BelUglo, Italy, toconilder 
the lubjcct of better protecting the 
l-etlth of the world'i children. At 
thit metttni, the formitlon of the 
Ad Hoc Tuk Force for Child Sut- 
Wvil wu propoicd ind endorsed. 

Technically, The Tuk Force hu two 
orpntntlonBlfaceti; The Tuk Force 
itaclf, and The Tulc Force itaff. The 
Tuk Force conilita of reprcacnta' 
rivet detlgnated by the ■poiuorlnB 
igcnciea: The World Health Orgml- 
ration (Dr. Rilph Henderion)( 
UNICEF (Dr. Steve joacph and Mr. 
Newton Bowlea)t The World Bank 
(Mr. John North and Dr. Tony Meat' 
ham); The United Nariona Develop- 
ment Program (Mr, Tim Rothcrmct 
ind Dr. Mike Sacb); andTltc Rocke- 
feller Foundation ( Dr. Ken Wirren ). 

The Taak Force itaff la located tn 
AtUnta, Ocorgla, and conalataof Dr. 
Btll Foege u Executive Director, Mr. 
6111 Wanon u Project Minager, Mi. 
Carol Walten u OfAce Manager, 
and two Mcicfarlea. We have recently 
hired I comultant, Mr .JoeOlordino, 
whoic primary rciponaiblUty U to 
work with UNICEF to aulat with the 
Italian Inlriarive. We have alio em- 
ployed Dr. P. Dieih from India u i 
SpecUl Comultant to The Talk 
Force. 

The Tuk Force itaff report! to The 
Task Force reprcaentarives, and mccn 
with them quarterly to review agency 
actividea. coordinate future itrat- 
egica, and lelcct ircaa of ipeclal 
priority. 

In the put year. Tuk Force mention 
haa moved from concern regarding 
resource! to queirioni regarding Im- 
l^ementation. The Cartageni meeting 
reallted the need for developing man- 
agerial tkilU for the delivery of Im- 



munliatlon progrimi. Tuk Force 
intereit In opentlonil field reicarch 
hu itetdlly incrcaacd ind priority 
will be given In the next year to thli 
area. Finally, the Cartagena meeting 



emphulied the need for Improve- 
menu In lurvelllincc and evaluation 
technique! to better meuure the 
impact of variou! Implementirion 
technique!. 
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QMOtable Qjuotet On Child Survival 
Protecting the World'i Children/Cartagena 



"li ia our duty to try mrytblni in onkr to rfcondkttchnkil profrwt with tnonl pro|TtM> 
Wr havt bftn thnm tocofvamict; to Ond opporrunirtci when othcri find PToblcm*; to i«m 
tMck to tht world Iti confUcnrc In life tnd drvtlopmrntt to nwlntain iUm the flimf of 
humanlm andhopi." 

— Btlbarlo Bttsneuf CuirtM 

Pmkkni nfColombU 

"1 think wt ha vff thown thai wt »»• indeed. Improvt the deli vcfv ivitrm bv tik in| up the lUck . 
Bv del m thU we hi ve rvcry rctwn to bcliwf that wt can br Ini down the coat to mch in titvnt 
(KilwffihouU xMhav.dlfflculltccfindlitifhti manliulntettialiupportiokeepondellmlnv 
the aetvk'ca." 

-Dr.HilfdM M«hltr 

Dircctar Ocneril. WHO 



"li U time to promulptr • new hwof eminclpailoit to liberate ihow In the lUmy of Infant and 
chiU death. I do think we are at the twilnninniof aomethingvery, wrv tidtlni." 

— Mf.jMnw Ofsnt 
ExtcutiM Dttcctor. UNICEP 

"To aurvtve and to esitt with health and dignity are t he Artt obi l^dona that Nature (mpaaei on 
llvJlvlduala aitd famlilca. The main fciourcc for devrtopnwnt la mankind liaeif." 

— Pnaldvnt Btllitrlo Bttaneur CturtM 

"It la only being pemnt here that one can reallMthettiihuiiMm that haa been aeneratedandthc 
commltiMiu to makN • luccmof eipinding the Program of ImmunlHtion ao m to aavt the 
live* of ao mant mllllona of chlUren." 

— Mr.O. Afthur Brown 
Aaaodate AdmlnlatratOTi 
UNDP 

"Tht kmc way that ColomUa haa come in the fWU of infant aurvtval ahowi u« how 
Inununltation can be ocpnlted nuMlvely through peat Hwmera aa a great community 
commitment. We have done In our country In one year what In another way wouU have taken 5 
yctrai rtnc ia the way to mcuure ihf work of nun, the pulae of hUMll md hta acta." 

— Prtaldtnt Btllaarlo BeCutevr CtiartM 

"TT» b«lc a' proach b to be mpotulve to the Mil of the lovetelfn tuHena of ihli work! to 
protect their children, Mth the aialitance of WHO. UNICEF. UNDP. The World Bank ... and 
the Rockcfrllcr Poundaiton aa mhlwlfe and The Tftik Poece aa coordinator. The approach 
la prarnatk and traiuacHonal, being raaponalve to the unique needa and dcalrca of the countrica, 
and coMttfltly reapondlng to new devck>piMiua and chalter^ea." 

-Dr.KeniMthWamn 
Director, Health Servket. 
The Rockefeller Foundation 

'1 would like to reiterate the "Dellaglo i" argument In favor of giving high priority to the leaat 
developed countrlct — the poortal'of'the'poor developing couniriei. eipecially In aub-Safura 
Africa, where Infant and chiU mortality ire the higheat in the world." 

— Mr. A.W. Clauatn 
Prctldent, the World Bank 

Prrhapa oite of the moat creative development! occurring In Immunltatlon worldwidr li the 
tranacendlngoflnatltuilonalbanlera which 10 often itand In thewtyofprogrtmaoftliuklnd." 

" Dr. Kenneth Prewltt 
Vice Preildmt. 
The Rockefeller Foundation 



ContereuM HIghlighttt 
Somf Obteryarioni From 
The Ripportcur 

By John R, Evgni. MD* 

lull the fgct thgt the mo«t i«tiloi re- 
pr«ientgtlvn of The World Bank of 
the UNDP. WHO ind UNICEF ire 
taking time out of their Kheduk to 
gpcnd 3 dayi at thli conference to me 
li testimony that "Cartagena 1" la 
extraordinarily important to each of 
them and their agenclea.andthat they 
have ■ dep and alncere commitment 
to the child aurviva) revolution. 

h ia euentlal to atreu the vitue of 
pragmatic evaluariona learned from 
our miitikca and to share thoac ev 
periencea with others. 

One of the great idvantagea of the 
network that to emerging It the way 
In which It Is promoting technical 
collaboration among developing 
countries. 

* * * 

Political and social moblllutlon cre< 
ate for ua i real window of opportune 
Ity t but It la of li mited dura Hon and k 
Is going to be much more difficult to 
open a second time. The window 
makes possible the type of campaigns 
and extraordinary meuurea that we 
are ledng to accelerate the Immunl- 
tatlon. But while thto window Is 
open, It is imperative to build the 
credibility and effectlveneu of the 
ongoing heshh services. Unless we 
can get that system flnr u estibllthed, 
there will be no way of carrying the 
major burden of the future Imple- 
mentation of the EPI and the other 
critical Interventions wr have dls- 
cuased at this conference that sre 
• Dr.Evana — Chalrman&ChlefEiecutlve 
Ofllccr for AlMi*. Inc.. Ontario. Canada 
— waiRapr<^eur for theCartaerni Con- 
fer* ncr. 
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Pbvamd SrATnuNT or John L Sivni, M.D., Rotary Iniiiwational 

.}SLJl^!t!^Si'S^JL^ !^ ComnitUt, I aporMiaU thia opportunity to 

Bottiy btMiMtloMl ii Um wofld't fliM tad iM»t intonwtioiMl anoeUtlon of 
MiTwi oian. 

A Retaiy elub ii • poup of mm. nprtMntlat tho varioui biuinMMi and proto- 
SS? i?.-fi?^i!?'?5t.?'«^. WW » to pravida hunuuiitarian lorvloa, onoouran 
hig^athieal alMdutk in aU voeatlooa. aaS holp buOd good wlU and p^ In tEa 

J!ir^*TIJ5^ ^ countriaa and gaoraphioal n- 

lKl!ft!.'»5.'2l* .T 'rJ*?f? '".^•9?«'']«'5r' mow than two thlnia of 
*SJ^'^ ' ^ ''"•tod outdda the U.8.Arclub mambmahip itanda at 
BMra than mfi». Wa aipaet to NMh tha on* mUlion-mambor mark In Fabruaiy. 

ttowd, baek in \>iMha aMOdation haa aouiht waya to aarvo tha world by ftirthan 
in« btwoational 10^ wU and pa«» thm^friondahip and oooparativa Plication- 
al Md hufflanltarba prainna. 

"T^*^'"*''''..^ i!**?* «l<>i>-t(Hdub aethritlM, crli»«nMainc tha globa. Many 
^LrlSSuf ^5 <»• »«atiy,halpta« duba in othar aationa with matarid 
or t^^ikal aaMaaoa and tha Intamatkmal atchaiwa of high aofaool youth. In 1B47, 
!Sr<S5^1I251?1tf rfei*^f"^ FbundatkmorRotary Intamattonal iponaomi 
!^ ^JSS^ ^ Intoraatiaaal aekolarahipi. Bnhaaga of taama of youiifl profaa- 
'^fi^S^ ^ ■"'{^ I?") ptogran for dufa^ub humaaltaAuTSiA adu- 
«aaoB«l pmlMta «aa aho lamMfaad. 

&i ^S2f..*lf"^5LE!*^;i?* in gaograpUcal aoopa and Ir numbara-ao 

^ Aifl** ■••"y 70 panant 

iS£iJW«fSf'H?S 

to protaOt^mora than 87 million diildm (h« polio In 26 
''^^£^*'fi^^j(t^^J>^ to you with cofkTot ay ra- 

S!2Si!l^*»iu oootributlon, Rotaiv dadSad to iuIm • 

coounttmant, tUa Mar. ita 80th anaivarHay. A naw Rotaiy Fimndation pngnun 
would ba So^^ 

pngiam. nparta would ba laat to halp jdan and implamant immntit—H wi cam- 
pn^And Joteiaaa ia prahiet oouatriaa would halp moUliaa tha prHata aaetor 
2jf-?S?^ Itat i« our piu. Wa oil ltPttlioPIyt-"plua" baeauaa Rotaiy. whOa da- 
!ISSf*J?.?5& to tha battla againat polio, alao wanta to halp. when foa- 

*Su .i^!S?lfry*?t of fa nmu ni w t ten oovariag tha dx miOor vaodna-pravant' 
*a J?" ' y ■'!f*?'J''"'^ dlnhtharia, totanua. tubarculoda and polio. 

vlSui^''^j!K^^?*^ Omatation, tt worka doady with WHOTwlth 
WnCgrandj^ tha Pan Anarican Haalth Organiiation. BuTtt alao knows that 
™ "S^J'V^S^SSSiJ^ ooatrflmtiona of othar nongovemmantal onaniaationa- 
an aaamtial if UNICETS foal of Univmol CUld^muniaation by liooii to be 

nat go«l muit aeUtvtd. As othm have abmdv tettified, «v«y year vaodne- 
|M][{^taUi iMM ii i Uli mora than 8.6 miUion childnn and ptnn«n«ntly disable 

JSV^f^Bimm take about 16 minutes. In that time, some one hundrad Uvsa 
wiU be e rfM ub h ed and another one hundred lives Himjni^hfd 1^ diiability. 

j5?a5^?*?^*^ ^ because there are no tools to prevent it Thsee children 
ere dieabled. not becauee tbsre are no rssouross available. Thn die or become dis- 
abM beeauee. tmtil now» ire--as memben of the human ftuniW— have lacked the 
wm to Brevent this ineaeusahle tTM^ 

JuttrJl^^ Jf^ "tei^^V*? American Health Oiganisation declared that 

yfmum Heminhere. Lest month, UNICEF 

dedM^d all aix m^ dlreaess ooukl 

tional iMidsn are dedarinf their commitment to the health of their children* But 
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an international partnenhip of private and public efTorta ii crucial to getting the 
Job done. 

In the more proeperoui nationi theee lix vaccine-preventable diieafet are well 
under control. The proaperoui nationa— through governmental and private efforts^ 
can play a vital role to help improve health oonditioni in eoononucally leaiKievel- 
oped countries. Theee nations cannot elTectively Ainction when 100 out of every 
1,000 of their children die before their flrst birthdays. They need help. That help 
will produce healthy children. Healthy children become the productive adults 
needed to create social and economic stability which, in turn, will help build a more 
peaceftil world. 

What can the private sector do? Here's what Rotary is pledged to do. Perhaps it 
can serve as a model for others, 

1. Rotary will provide all the polio vaccines necessary for up to five consecutive 
years for any approved national or regional immunisation program— either as part 
of annual national davs of immunisation against polio or through other delivery tao- 
tia, ^ overall support of WHO's Expanded Program on Immunuation (EPI). 

2. Rotary will make available to any l^sMlevelopad country, upon invitation, ex- 
perts to help assess, plan, implement, and evaulate annual national days of immuni- 
lation against polio. In each country targeted for such campaigns, a committee of 
Rotarians, in conlunction with Rotary^s expert team and national and local health 
omciali, will seek to motivate and utilize resourcesof the private business and 
profossioal sectors. 

8. Rotary will support, where possible, the Expanded Program on Immunization to 
nght other controllable diseases. Aja example or this suppcwt ia soliciting, transports 
ing and distributing to developing nations excess but viiu>le vaccines from pharma- 
ceutical firms. 

The work has already begun. Our first expert, Mcjico Angeles Suarez, vice-minis- 
ter of public health for the Dominican Republic, was sent to Paraguay, at the re- 
quest of that government, to help organize national immunization days. The first of 
two scheduled in 1986 took place September 28th. Surveys had revealed that there 
we»276,000 children under the age of four who should receive vaccine. On Septem- 
ber 28, more than 476,000 children, including many over the age of four, were im- 
munized. 

The local Rotarian who coordinated support for this project is Jose Martinez 
Yaryes. In a report to Rotaiv International, Sr. Bfartinez listed a few organizationB 
which contributed to this effort The ministries of education and the interior enlist- 
ed the comntbn of teachers and provincial govemorB. Militaiy Air Transport 
^^msported material The Association of Advertising firms in Paraguay prepared a 
publidfy campaign. Coca Cola printed posten and leafleU. The Association of Phar- 
maceutical Manufacturers provided trucks for transporting materials. Other local 
jS^^^povided headquarters space, photocopy equipment, even oofliM for workers. 
The U.S. Agency for International Development provided some office equipment 

Mora than 19,000 volunteers helped implement this project Iliey included Rotar- 
ians, their wives, members of Lions dubs, Girl Scouts, and Paraguayan Red Oroes, 
the Rural Association of Paraguay, and the Junior Chamber of Ccnunerce. 

The second national immunization day is aet for this coming Saturday, the 16th of 
November. Rotary support-help in miibilizing the private sectors and the $90,500 
worth of polio vaccine— will continue over the next five years, after which the Para- 
guaym government will assume responsibility for mafn^jiiniiig the immunization 
program. 

I have provided details on this project to illustrate how PolioPlus works and the 
keyrole that the private sector plays in carrying out this kind of pn^ect. 

This project distributed only pouo vaccinae, ui other projects, slready underway 
in Nigeria, Sudan and Turk^, Rotary is providing polio vaccine and private sector 
support for expanded programs of immunization. 

Rotary is an organizatfon of volunteers. And volunteen know how to recruit vol- 
unteers. It is this aspect of the currant immu nization scene— more formally known 
as social mobihzation— that has led UNICEP, PAHO, and other world organizations 
and governments to believe that the goal of Universal Child Immunization 1^ 1990, 
fint set by the World Health Organization in 1974, may indeed by achievable. 

Rotary will raise $120 million to ftmd the PolioPlus Program. This fimd-raising 
goal-jby far the lanrast in notary's history-expresses Rotar/s commitment and re- 
veals notary's belief in the private sector's concern and wlUngnees to support world- 
wide immunization with money as well as time, energy, expertise, ana other re- 
sources. 

In conclusion. Rotary believes it can raise the money and launch the projects 
which will comprise a significant contribution to the efforts to achieve Universal 
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Child Immunization by 1990— a significant contribution, but not nearly enough for 
the whole taBk. So Rotary hopes that what it is doing will serve as a model for other 
private organizations and that a powerful partnership will soon be formed between 
the private and public sectors— governments of all nations— to immunize our chil- 
dren. We cant wait any longer. I have spoken for some 16 minutes. One hundred 
children have died. 
Thank you, 



Argentina— Polio vaccines for one year of immunization in Argentina, reaching 
1,420,000 children age 0-24 months altogether, to meet immediate needs of pending 
establishment of polio vaccine manufacture in Argentina, US$213,000.(85-19) 

Belize— Cold chain and training to support immunization of all children of Belize 
aged 8 months to 4 years (86,000 children altogether) against polio and other dis- 
eases. Members of the Belize Rotary clubs and their wives are involved in training 
and follow-up with local families. USt61,200.(84-18) 
Bolivia— Immunization of 426,000 children in 12 m^or cities over five years, with 
Rotarians. Spanish Rotarians have donated vaccines. 



Costa Rica— Immunization of 600,000 children of Costa Rica against polio over a 
nve-vear period. Including 60,000 newborn children per year for Ave years, plus 
200,000 additional children the Hrst year. US$60,000.(83-1) 

El Salvador— Extension of polio Immunization to a total of 1,464,000 children over 
Ave years. Including all children In El Salvador under three years of age plus boost* 

f^^Sl^A -2y^L^l*il*®"* Rotarians participate In national days of Immunization. 
Uo|Z74, 000.(85- 1 0) 

Gambia— Immunization of 200,000 Gamblan children against polio over five years. 
Rotarians help establish and publicize Immunization clinics and educate the public 
about the need for Immunization. US$50,600.(82-8) 

Ohana-Immunlzatlon against polio of all children of Ghana under one year of 
age for five years (1,876,000 children In all). The project Involves *)rovislon, transpor- 
tation, and distribution of vaccines and assistance In rural education programs 
organized bv the Ghana Ministry of Health. US$374,000.(84-12) 

Guatemala— Vaccines to immunize against polio all children of Guatemala below 
five YMuiB of age, for five years (1,920,000 children altogether). US$878,600.(84-18) 

Haitl-Immunlzation of 800,000 children against »^ollo, diphtheria, whooping 
^ough, tetanus, and tuberculosis; 240,000 additional Newborns asalnst polio; and 
300,000 women against neonatal tetanus. Haitian Rotarians are assisting In the five- 
year project. US$196,000.(81-1) 

Honduras— Five-year immuiization project to protect all Honduran children 
under one year of age (1,098,000 children In all) agafnst polio. The grant will provide 
three doees of oral Sabin vaccine for each child, cold chain equipment, and paper 
supplies such as registraUon materials. US$207,600.(84-8) 

Liberia— Immunization against polio of approximately 269,000 children of Liberia 
in the age range 0-6 years. Members of the Rotary Gubfl of Nimba and Monrovia 
and their wives are participating In Immunization activities. US$66,800.(84-2) 

Malawi— Immunization of 1,711,000 children against polio over five years, as part 
of the national Expanded Program of Immunization. US$802,700.(86-15) 

Mexico— Polio vaccines for two years plus refrigerators, for use In mass Immuni- 
zaUon campaigns to reach 18,050,000 children alt^ther. US$1,245,000. 

Morocco-;-Immunization of some five million Moroccan children against polio. 
With participation of Moroccan Rotarians. The five-vear project aims to assist the 
Moroccan Ministry of Health In the establishment of an ongoing Immunization pro- 
gram. Italian Rotarians have donated vaccines. US$7d4,600.(82-l) 

Nigeria— Vaccines to immunize all children in Nigeria up to twelve months of age 
against polio for five years (21,160,000 children altogether). US$2,810,000.(86-9) 

Panama— Extension of Panama's EPI program to geograhically and culturally iso- 
lated populations, through a massive promotional campaign and transport of immu- 
nization personnel. In order to achieve nationwide immunization coverage. More 
than 400,000 newborn children will be immunized altogether. US$537 ,000.(85*8) 

Papua New Guinea— Provision of refrigerators and other cold chain to immunize 
some 660,000 children against communicable diseases over a five-year period. 



List or Approvid Pouoplus Projects 
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Paraguay— Polio vaccines and additional support for possible Polio Annual Na- 
tional Days of Immuniiation in Paraguay, to reach approximately 702»000 children 
over a five-year period. U8|206.500.(86-18) 

Philippines— Five-year project to immunise six million children againit polio, 
with participation of local Rotarians. Italian Rotarians have donated vaocinea. 
Project completed. US|760,000.(79-2) 

Saint Lucia— Immunization of 4,000 infants per year for five years against polio 
(20,000 total) and for three years against measles, mumps, and rubella; and of all 
school age rirls (10,000 per year) for three years against rubella. Altogether 50,000 
children will be immunised against one or more diseases. US$66»000.(85-1) 

Seneml— Inununlzation of all children bom in Sen^sal over a five-year period 
(1,260,000 childron altogether). The grant pays the costs of oral polio vaccine, cold 
boxes, ice packs, refirigeration thermometers, and gasoline for the transportation of 
immunisation teams. US$219,000.(84-0) 

Sierra Leone— Five-year immunization project to protect a million children of 
Sierra Leone againit polio. Rotarians and their wivee travel throughout the country 
to assist in distribution. Rotarians of District 654 Sndiana, U.aA.) are cooperating 
in the prqject. US|166,000.(82-2) 

Sundan— Polio immunization coverage of all children below 15 months of age, in 
accessible urban and rural areas of Sudan. The five-year project includes Provision 
of vaccine for three doses per child for the 1.2 million children of the project area, 
expansion of cold chain facilities, and education, especially for mothers, on the need 
for inununizaUon. US$286,000.(84-11) 

Turkeys-Polio vaccines for five years in support of the Expanded Program on Im- 
munization, reaching a total of 15 million children. US$2,110,000.(85-18) 

Uflanda— Extension of portion of national Expanded Program on Immunization to 
reach a total of 570,000 infants nationwide over a five-year period. US$8,480,000.(85- 
14) 

Zambia— Five-year polio immunization prpject to protect 2,200,000 children (all 
the children in Zambia age 2 months to three years) in conjunction with Zambia's 
Expanded Program on Immunization. US$867,0(l0.(84-l) 

Doneted vaccines— Utilization of excess vaccines that manufactxirers, or minis- 
tries of healthy cannot use or market before the expiration date. The grant pays for 
transportation, and Rotarians help with distribution. U3$72,d00.(79-8) 

Polio expert teams-Expenses of expert consultants to advise national govern- 
mients and Rotarians, on request, in the organization of Polio Annual National Days 
of Immunization (PANDI) campaigns. US$2()0,000.(85-7) 



PouoPLUS To Immunizi the Children of the World 

THE SCOPE OP THE PROBLEM 

Strikes nearly half a million children every year, crippling one in every 
200 children bom in the developing world. The World Health Oiganuation (WHO) 
eetunates that fewer than 25% of the children in developing nations are fully immu- 
nized against polio, measles, diphtheria, tetanus, whooping cough, and tuberculosis. 
As a result, more than 8.5 million children die and another 8.5 million are disabled 
annually. 

THE POUOPLUS PROGRAM 

Rotary International has pledged to promote and assist polio immunization of all 
children worldwide no later than 2005, its centennial, and to raise U.S. $120 million 
to fund this effort. It will also support, where possible, expanded programs of immu- 
nization (EPD to fight the other vaccine-preventable cMldhood diseases. Rotary is 
conducting; immunization projects in economically less^eveloped countries in coop- 
eration with WHO, the United Nations CMdren's Fund (UNIGEF), and appropriate 
national, r^donal and local authorities and agencies. 

To date, Tlie Rotary Foundation of Rotarylntomational has allocated U.S. $12.33 
milllion for polio Immunization prqjecto in 26 nrtions to protect more than 87 mil- 
lion children. It launched its first midor polio immunization project in the Philip- 
pines in 1980 to protect six million children. Measuring the impact of the first two 
years' effort, WliO found a 68% drop in polio cases. 

The Foun^tion provides up to five consecutive years' vaccine for approved na- 
tional or regional immunization programs. It also fields experts to help plan and 
implement annual national days of inununization against poUo. Local Rotarians 
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enlist the reeourcee of the private busineii and professional sectors to help carry out 
immuniiation campaigns and help promote public participation. 

Each of the projecta seeks to immunise children (usually newborn to Ave years of 
age), strengthen primaiy health delivery litems, and educate parents about the 
need for immunisation. Different techniques are used in different countries. During 
national days of immunization! health workers and volunteers may administer vac* 
dnes in homes or at immunization posts. In other countries, vaccine is distributed 
to existing health centers and ongoing promotional campaigns conducted to encour- 
age parenta to have their children immunized. 

DisnuBunoN or donatio vaccink 

To date, The Rotary Foundation has distributed more than nine million doses of 
various vaccines (donated by pharmaceutical houses and by Rotarians in Italy, 
Norway, and Spain) to 20 countries in Latin America, Africa, and Asia. 

OTHER ROTARy ITVORTS 

Rotary clubs and districts conduct local and regional immunization projects. Ro- 
tarians In at least 10 developed nations are known to be providing support for local 
Rotary immunization efforts in developing countries in Asia, Africa and Latin 
America. The Rotary Foundation has allocated mora than U.S. $126,000 for 10 of 
these projects. 

In southern India^ Rotarians have immunized more than 8.6 million children 
against measles and are extending the protect to protect an additional 2.6 million. 
The project is co«ponsored by the Canadian International Development Agency, 
Canadain Rotarians, and a U.S. $209,276 Rotary Foundation grant. 

Countries and estimated number of children to be covered > 

Philippines" 6,000,000 

Haiti. 640,000 

Bolivia 426,000 

Morocco 6,000,000 

Sierra Leone.. 1,000.000 

The Gambia 200,000 

Costa Rica 600,000 

Seni^ 1,260,000 

Zwnbia 2,200,000 

Liberia 269,000 

Honduras 1,098,000 

Sudan 1,200,000 

Ghana..... 1.876,000 

Guatemala 1.920,000 

Belize 86,000 

St. Lucia 20,000 

^ama 400.000 

Nigeria 21,160,000 

El Salvador 1,454,000 

Uganda 8,480,000 

Malawi 1,711,000 

Paraguay 702,000 

Papua ^few Guinea 660,000 

l^rkey 16,000,000 

Argentina 1,420,000 

Mexico 18,060,000 

> As of October 1985, Hated in order of approval. 
* Completed prefect 



iBCMimiZINO THE WORLD'b CHILDREN BY 1990 

UALNirnunoN and infictious dibkabbs— the problem 

Every minute eight children under the age of five die in the developing world of 
SIX diBeaseB: measlee, tenanus, whooping cough, tuberculoeiB, diphtheria and polio. 
Eight other children are crippled or rendered deaf, blind or mentally retarded. 
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Malnouriflhed children are the most quickly affected, and are much more likely to 
die fh)m these diseases than wsll-fed children. 

The World Health Organliatlon estimates that the present annual death toll 
among children In developing countries firom these six diseases is 8.6 million. 

Two children out of 10»000 die of measles In the United States, but in the develop- 
ing world measles kl]l!s three out of 100. Measles interacU with malnutrition to 
quickly and quietly kill children. 

Manv malnutrition-related deaths could be averted if vaccine for these six leading 
killer diseases were made available to the world's children. 

ICALNUnunON AND INraCTlOUS DISIABI8— ONI SOLUTION 

Vaccines are cheap and constantly becoming cheaper: the total package of vac* 
cines for the nix Itoding child killer diseases costs about 14 cents, rive dollars per 
child will cover not only vaccines, needles, syringes, and cotton, but assorted costs 
for equipment, stalf, transport, ftiel, etc. 

When manv world leaders met at the United Nations during the week of October 
21, 1985, worldwide immunization programs was one of the few topics of agreement 
discussed. Many leaders highlighted their immunization achievements or plans in 
their address to the Qenerai Assembly of the United Nations. 

Developing countries contribute, on the average, 80% of the total costs for immu* 
nizationprograms. Donor governments and agencies provide about 20%. 

UNICEF estimates that the goal of universal access to immunization programs by 
1991 would be possible with commitment of $5 billion for vaccination programs over 
the next five years. |1.2-$L5 billion would be provided as international aid. 

In 1984 and 1986, with the ftill commitment of political leaders in such diverse 
countries as Brazil, Burklna-Faso, China, Colombia, El Salvador, Indonesia, Nigeria 
and Pakistan, remarkable increases in immunization rates were achieved. 

Thejnvernment of Italy recently made a special donation of $100 million to 
UNIC^ for immunizations and related activities in Africa. The government of 
C^ada has commited |25 million for the Commonwealth nations at this time, with 
plan to double that financial commitment next year for programs in French-epeak* 
ingAfrican countries. 

The United States is currently involved in this effort through fiu ding for the AID 
health assistance program, the ChUd Survival Fund, and contributions to UNICEF. 
American private organizations, including Save the Children, African Medical Re- 
search Foundation, and Rotary International, are significantly involved in immuni* 
zation programs as well. 



Thx Tarqvib: Six Dibbasu That Threaten Children 

Measles: Without vaccination, virtually all young children in developing countriee 
catch measles. About 8 percent of those, more than 2 million a year, die from the 
viral disease or its complications, which include pneumonia, blindness, deafhess and 
malnutrition. Mortality rates from measles among children already malnourished 
can rise to 10 percent or higher. 

Tetanus: Caused by a Ucterial toxin, tetanus can strike at any age but takes its 
greatest toll among rural newborns who are exposed by the unsterile cutting of Uie 
umbilical cord or the use of contaminated mud, aihes or dung as a poultice on the 
umbilical stump. Infected newborns become unable to suck, swallow or breathe and 
85 percent of untreated patients die. Neonatal tetanus kills nearly one million in- 
fants every year. 

Pertussis: This bacterial infection of the respiratory tract strikes 80 percent of un- 
protected children. Also called whooping cough or the ''hundred-day cough," pertus- 
sis kills, either directly or by precipitating pneumonia or makutrition, about 1.5 
percent of children in developing countries who catch it, more than half a million 
annually. 

Poliomyelitis: More a crippler than a killer, the polio virus spreads mainly 
through contact with food and water contaminated with excreta. (My a small frac- 
tion of those infected develop paralysis, but several hundred thousand children in 
poor countries are still lamed annually. PoUo can spread more viciously as sanita- 
tion improves and flswer children are infected in infancy, when they are partly pro- 
tected by maternal antibodies; epidenucs of paralyzing polio can then stxike unvac- 
dnated older children. 

Diptheria: Although its prevalence is poorly documented, diphtheria, a bacterial 
infection that can kiU by damaging the cardiovascular and nervous mtems, is an 
increasing threat in some developing countries. Mild skin infections ^th the bacte- 
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ria were once common, creating immunity, but with improved L/ing conditions the 
frequency of mild caeee id declining, permitting eerioui epidemics. 

Tuberculosis: The disease is most common among adolescents and adults, but tu- 
berculosis, especially the form known as TB meningitis, also kills tens of thousands 
of children each year. 

The vaccines: DPT is a combined vaccine against diphtheria, pertussis and teta- 
nus. BOO vacdne protects against tuberculosis, measles and polio; according to the 
World Health Organisation, measles vaccines and polio vaccines are sometimes ad- 
ministered independently instead. Tetanus toxoid is given to adults, especially 
women of childbearing am since this also protects their newborns during their vul- 
nerable first weeks, the health agency says. The DPT and oral polio vaccines are 
usually administered 8 times at monthly intervals in the early months of life. The 
measles vaccine is given at about the age of 9 months; before then the infant's natu- 
ral immunity renders it ineffective. 

o 
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